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Editorial Comment 


STAFF CONFERENCES 


[N THIS issue case reports of the Cornell University Infirmary and 
Clinic appear for the first time in Student Medicine. These represent 
wire recordings made at some of the weekly conferences of the staff 
of the Cornell Infirmary and Clinic. We hope they will be of interest 
and value to our readers and perhaps serve to stimulate the staffs of 
other college health services to institute some type of regular staff 
conference, if they do not already have such meetings. 

The benefits resulting from staff conferences can be many, but one 
of the most important is that they can provide a means of defense 
against the deterioration of medical skills which inevitably comes to 
the physician who is not constantly striving to increase his profession- 
al knowledge. The student health physician is often very vulnerable 
in this regard because he is frequently in an isolated position and has 
limited contact with other members of the medical profession. (For 
this reason we also urge that student health physicians participate 
actively in their local medical societies. ) 

The informal atmosphere which is desirable in staff meetings pro- 
motes the exchange of information and ideas among the members to 
a degree not usually possible in a more formal type of meeting. Verb- 
alization of ideas helps to clarify them, and the informal or im- 
promptu speaker often more nearly expresses his real meaning than 
does the writer or formal speaker. These latter are apt to become so 
involved in style and grammatical construction that the actual mean- 
ing becomes secondary to the form in which it is conveyed to the 
reader or listener. With this in mind, we have edited the case reports 
to improve readability and to keep the conversational tone rather 
than to obtain grammatical correctness. 

Occasionally staff conferences should be devoted to business mat- 
ters. Here all have a chance to discuss their problems and to suggest 
ways to improve the operation of the department. Such an opportun- 
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_ ity to learn of the difficulties which others face helps to prevent mis- 
understandings and may go a long way to ensure smooth functioning 
of the organization. 

The problem of selecting a time suitable for all of the staff has 
_ been solved at Cornell by having a luncheon meeting. Food is help- 

ful in creating the desired atmosphere of informality and congenial- 
ity, for as Oscar Wilde wrote, “After a good dinner, one can forgive 
anybody, even one’s own relatives.” This type of meeting also pro- 
vides opportunity to further acquaintance with both old and new 
members of the staff and to meet occasional guests who share their 
experiences and knowledge of medical and allied fields with us. 

In addition staff meetings provide a valuable supplement to the 
training program for the resident physicians; present an opportunity 
for the recognition of research or other work done by the resident 
and staff physicians; serve as a convenient place to make announce- 
ments of events of interest; and promote group unity. 

We recognize that many health service staffs, because of size, loca- 
tion, or other factors, cannot secure all the benefits which are attain- 
ed at Cornell University. Nevertheless we feel that almost without 
exception, every health service staff will derive help from some type 
of regular meeting. 


THE FOURTH NATIONAL CONFERENCE 
ON HEALTH IN COLLEGES 


- The plans for the Fourth National Conference on Health in Col- 
leges at the Hotel Statler in New York City, May 5-8, 1954, are 
virtually complete. The theme of the conference is ‘““Teamwork in 
Meeting the Health Needs of College Students.”” An attendance of 
450 to 500 persons is anticipated. On the opening day, a panel of five 
college presidents, which has been organized by the conference presi- 
dent, J. L. Morrill, president of the University of Minnesota, will 
discuss the problems associated with establishing and maintaining a 
health program. In a preliminary survey made by President Morrill, 
it was learned that in the opinion of more than a hundred college 
presidents emotional difficulties and poor health habits seemed to be 


the major health problems of American college students. Financing 
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EDITORIAL COMMENT 


an adequate health service and obtaining well-trained physicians 
were the major administrative problems uncovered in this survey. 
The sixteen committees that are to work on various aspects of 
health maintenance have done a great deal of their preliminary work, 
and they will come to the conference with well-considered agendas 
for deliberation. Each committee is so organized as to have a fairly 
wide range of disciplines and college points of view represented. It 
is the hope of the executive committee of the conference that the 


volume of proceedings, which will be published as soon as possible © 


after the conference, will be a source book of ideas in this field useful 
to all colleges and universities rather than a fixed guide which would 
of necessity be applicable to only a few institutions. 


FOOTBALL INJURIES IN THE ONE-PLATOON TEAM 


With the return of the single platoon in college football last fall, 
it was anticipated that the incidence of football injuries would be 
affected. It has been generally accepted that exhaustion and injuries 
go hand in hand on the football field and it seemed logical that the 
new rules which prevented free substitution of players would tend to 
increase the more severe injuries. That this pessimistic foreboding has 
not materialized in several universities comes as a pleasant surprise. 
Among others, a newspaper report from Pennsylvania State College 
announces that the number of injuries at that institution were less 
than during any season in several years. The same statement holds 
true at Cornell University. | 

What the factors are that contributed to this favorable outcome at 
these colleges are open to conjecture. Some of the expressed opinions 
include: better physical condition of the players, smaller squads with 
fewer participants, a slowing up of the game with fewer plays per 
game and the early elimination and consequent nonparticipation of 
accident-prone “specialists.” It may very well be that the decline in 
injuries may be purely fortuitous, especially in view of the fact that 
this happy trend was not operative at all colleges. It will be interest- 
ing to see what the results will be next season, and, more important, 
it would be worth while to get a representative report from college 
football squads throughout the country. 
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A University Administrator 


Views the Health Service 


DEANE W. MALOTT, PRESIDENT, CORNELL UNIVERSITY 


(IN THE old days a university consisted of teachers, classrooms, a 
few elementary laboratories, and a library. The administrative tasks 
necessary for the provision of these facilities were comparatively 
simple, and the faculty itself largely determined the policies and 
made the few essential operating decisions. 

But through the years all this has changed. A university today 
is more than a course of study. It is more than a complex congeries 
of curricula invading the farthest reaches of the humanities, the arts, 
and the sciences, and often including many of the applied vocational 
and professional proliferations of these disciplines. A modern uni- 


versity or college is a way of life, designed to meet the physical, | 


mental, and spiritual needs of its students on a twenty-four-hour-a- 
day, seven-day-a-week basis. 

Under this evolution there have appeared i in the educational enter- 
prise interfaith religious activities, social organizations and programs, 
housing and dining facilities, athletics covering a wide range of inter- 
collegiate and intramural schedules, and a galaxy of extracurricular 
activities and enterprises. Personnel offices, operating under deans of 
men and deans of women and designed to aid in the personal ad- 
justment of the student to his college environment, have become im- 
portant elements in the academic hierarchy. 

Inevitable in this conception, that the university or college is de- 
signed to serve the development of the whole student, is the necessity 
for a well-integrated and able health service, operating as a co- 
ordinate part of the educational and administrative policy of the 
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ADMINISTRATION AND THE HEALTH SERVICE 


institution. I would no more think a university of today could func- _ 
tion without a health service than it could operate without a library. 

The necessity for a health service comes about in part from the 
demand of parents, who insist that their sons and daughters have 
access at all times not only to competent medical and surgical services 
but also to modern clinical and hospital facilities. From the adminis- 
trator’s point of view also, the health service furnishes valiant assist- 
ance in the over-all, twenty-four-hour responsibility for the physical 


and mental well-being of the student body. 


These are days of strain and tension. Seldom before in peace-time 
history have young people been subjected to such difficult problems. 
of adjustment. Military service looms on the uneasy horizon for the 
young male students, and to date no firm plan or assurance as to 
timing has emerged. The draft blows hot and cold, and the collegiate 
ROTC quotas are subject to what appears to be almost capricious — 
change. 

Furthermore, collegiate competition has increased scholastically. It 
becomes more and more difficult to qualify for entrance and to meet 
the scholastic requirements for continued enrollment. With expanded 
curricula, the vocational and professional choices become more con- 
fusing and more difficult. © | 

Inflation has added financial worries for some students, has given 
to others perhaps too much money. Automobiles crowd the campus 


4 roads; highway accidents add their occasional violent tragedies. 


Amid these difficulties, increasing physical, emotional, and mental 
disturbances on the part of the students are almost inevitable. The 
college health service in these critical days is a staunch aid in meet- 
ing the ceaseless and recurring ailments and emergencies to which 
youth of collegiate age is subject. When these difficulties arise, the 
medical service not only provides medical attention but, also personal 
advice to the student, and it furnishes a reassuring link between the 
institution and the anxious parent. 

But the function of those on the health service staff is not alone 
the practice of the healing arts. They perform, from the administra- 
tor’s point of view, other essential services. There is, first of all, the 
human-relations aspect of the health service. No adequate college or 
university medical department today would be without its psychia- 
trist, another and important bridge between the office of the dean of 
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men and the dean of women and the health service. Mental and 
physical ills through the years have grown closer together. The 
mental implications of physical disease and the physical implications 
of nervous disorders must be taken into account as never before. An 
alert health service works closely with the institution’s personnel 
office. Referral and conferences operate on a two-way street to the 
helpful advantage of many a student on many a campus. 

Then there are the preventive aspects of the health service. Its staff 
can furnish invaluable help to the administrator in determining 
minimum health standards for housing, including light, heat, and 
sanitary facilities. The staff can aid in food service inspection, in ap- 
proving nutritious menus, in providing health examinations for food 
service employees, and in suggesting special diets. 

The service can call the attention of the administrative officer to 
unnecessary hazards which may exist on the campus in a hundred 
different phases of the operation of the physical plant. The staff can 
bring to many a faculty committee the breadth and wisdom of medi- 
cal experience in the multiple phases of campus life. It can further 
help to bring understanding between campus and town, especially 
in the smaller university communities where “town-and-gown”’ rela- 
tions are often subject to recurring misunderstanding and recrim- 
ination. 

All of the valuable aid of a modern university health service, how- 
ever, will not just happen. In the last analysis, its potential can be 
fulfilled only if there is a recognition of its worth and a determina- 
tion for its maximum use by the president of the university or college. 


He must see to it that adequate health funds, through fees, from en-. 


dowments, or from part of the academic budget, are made available 
to provide for the physical facilities and for an able staff. He must 
back the director of the health service in the policies needed for 
health care, and the administrator alone can integrate the service into 
the institution’s life. An isolated service is of little value. To be sure, 
it will, even in isolation, take care of appendectomies and treat the 
sniffles. But its vitality will be measured by the extent to which it is 
in contact with both teachers and administrators, by the awareness 
on the part of the whole campus community of what the service can 
do, by the alertness of the administrator in bringing the doctors and 
staff into consultation in the whole gamut of student affairs. The 
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chief administrator must also consider these doctors and nurses in 
his counsels and decisions and educate the trustees in the essential 
nature of health service operations. | 

If at least some of the health service staff can hold teaching ap- 
pointments, so much the better. Through the orientation of teaching 
and research, in the multiple directions of health, preventive medi- 
cine, sex instruction, nutrition, and personal counseling, the institu- 
tion can attract more able people to its health service and serve more 
effectively the fundamental purposes of higher education. | 

In these difficult days of stress and uncertainty and change, uni- 
versity and college administrators will neglect their institution’s 
health service at their peril. They will build it into an essential part 
of the whole educational enterprise to the effective advantage of 
every member of the student body and the whole campus community. 
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A Classification of Academic, 
Social, and Personal Problems 
for Use in a College 
Student Health Department — 


JOHN P. MONKS, M.D., AND CLARK W. HEATH, M.D. 
DEPARTMENT OF HYGIENE, HARVARD UNIVERSITY 


Part I 


From the Study of Adult Development (The Grant Study), Department of 
Hygiene, Harvard University, Cambridge, Massachusetts. 


THE objectives of a college student health service should be not 
only to treat physical and mental disease, but also, in the words of 
Farnsworth, “to aid in freeing the student . . . from physical or 
emotional handicaps that prevent him from utilizing to the fullest 
extent the academic, extracurricular or environmental resources of 
the college.”* When a college physician or psychiatrist, alert to and 
sympathetic with this aspect of student health work, attempts to 
discover and cope with such handicaps, he immediately finds himself 
occupied with problems which also confront the faculty, the dean, 
the chaplain, and various counselors and advisers. Many of these 
handicaps, basically psychophysiologic in nature and activated by a 
combination of personality traits and environmental situations, may 
be of sufficient moment to interfere significantly with the success of 
an individual student’s college career. Student visits to the physician 
or psychiatrist for these or allied reasons are numerous and represent 


*D. L. Farnsworth, Jr., Health in Colleges, New England J. of Med., 248: 
551, 1953. | 
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_ CLASSIFICATION OF STUDENT PROBLEMS 


a very time-consuming portion of the medical diagnostic and thera- 
peutic work load. 

When an effort is made to account for the essential reason for 
each of these student visits by the traditional method of assigning a 
medical diagnosis, the currently accepted classifications of disease and 
injury prove inadequate for the purpose.” * If one seeks elsewhere 
for help, it is found that such devices as the Cornell Medical Index- 
Health Questionnaire* and the Mooney Problem Check List*® and 
others, while sometimes helpful in unearthing problems, simply des- 
ignate the presenting complaint or complaints but do not necessarily 
give a name to the underlying trouble in terms comparable to those 
of a medical diagnosis. Various workers, particularly Williamson and 
Darley,° Emme.’ Marsh,’ have classified with varying success certain 
of the handicaps and problems of students from the point of view of 
the psychologist. Others have approached a problem classification 
from the point of view of educators.’ Classification in the field of 
social work has given emphasis to the problems of the underprivileged 
groups in the community.***»** None of these classifications com- 
pletely fills the clinical and administrative need of student health 


*American Medical Association, Standard Nomenclature of Diseases and 
Operations (4th ed.; New York: Blakiston Co., 1952). 

* Joint Armed Forces Statistical Classification and Basic Diagnostic Nomen- 
clature of Diseases and Injuries with a List of Surgical Cae (Washing- 
ton, D.C.: Government Printing Office, 1949). 

*K. Brodman, A. J. Erdman, Jr., et al., The Cornell Medical Index, J. Am. 
Med. Assoc., 140:530-534, 1949; 145:152-157, 1951; 149:550-551, 1952. 

*The Psychological Corporation, The Mooney Problem Check List—Adult 
Form (New York, 1950). 

*E. G. Williamson and J. G. Darley, Student Personnel Work (New York: 
McGraw-Hill Book Co., Inc., 1937), pp. 184-228. 

"E. E. Emme, The Adjustment Problems of College Freshmen and Contrib- 
uting Factors, J. Applied Psych., 20:60-76, 1936. 

*C. J. Marsh, Adjustments of Young People, Personnel J., 21: 231-238, 1943. 

* National Society for the Study of Education, Educational Diagnosis, 34th 
Yearbook (Bloomington, IIl.: Public School Publishing Co., 1935). 

“Gordon Hamilton, A Medical Social Terminology, H osp. Social Service, 
15: 199-233. 

"E. L. Bortz, Social Components in Medicine, Annals Internal Med., 14: 
1065-1074, 1940. : 

* Social Service Department, Massachusetts General Hospital, Program for 
Statistics (Boston, 1945), mimeographed. 
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work, Therefore, one of us (J. P. M.) assembled a tentative diag. 

nostic classification of the various handicaps, disorders, and prob- 
lems of a college environment, called here “‘Problem Diagnoses.” The 
list, based primarily on several years’ clinical and administrative ex- 
perience of members of a department of student health, contains in- 
dividual titles which, while sometimes novel in wording, are not So 
in concept. 


It is the purpose of this paper to detail this classification, to report 


how it has worked experimentally in the hands of two physicians and 
' to indicate in a rough way the distribution of relatively significant 
“problem diagnoses” encountered in the members of an entire col- 
lege class during its four years in college. First, however, it must 
be shown how this undertaking was related to certain aspects of the 


over-all analysis of the actual daily work being performed in certain 


clinics of the Department of Hygiene in Harvard College. Having 
decided to classify and analyze the reasons for every student visit to 
the department, we substituted the Standard Nomenclature of Dis- 
ease and Standard Nomenclature of Operations’® (referred to sub- 
sequently as The Standard Nomenclature) for the outdated classi- 
fication which had previously been used. ‘When a satisfactory “dis- 
ease” diagnosis could not be made from The Standard Nomencla- 
ture, it was directed that the reason for each visit was to be recorded 
according to the following directions: 

A. A category called ‘‘Administrative’” was created to indicate a 
student visit where the primary purpose (though not the secondary) 
was for administrative, rather than therapeutic reasons. (Visits prim- 
arily for medical excuses from class, for questions of re-entry into 
college, and all other visits for purposes of certification were covered 
by this category. ) 

B. A category titled “Information Only” was to be used for a visit 
during which the student voiced no complaint but simply sought in- 
formation. (Visits whose purpose was preparation for foreign travel, 
premarital advice, obtaining an obstetrician for wife, and the like 
were so categorized. ) 


C. Departmental psychiatrists, when they affixed diagnostic labels . 


to conditions characterized by anxiety, antisocialism, mild depression, 


* American Medical Association, op. cit. 
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CLASSIFICATION OF STUDENT PROBLEMS 


emotional instability, personality peculiarities, phobias, and the like, 
occuring near, but not having passed over, the dividing line into the 
pathological, were urged always to consider whether the particular 
condition they were labeling might not represent the psychophysio- 
logic reactions to stress of an essentially nonneurotic person, rather 
than a clear psychoneurotic reaction. Such distinction, in any case 
never easy or subject to common acceptance, was facilitated some- 
what by the rather extensive revision carried out in the “Mental 
Disorders” section of The Standard Nomenclature between the 3rd 
edition (1943) and the 4th edition (1952). 

D. Nonstandardized labels which had locally developed into rela- 
tively large and meaningless “wastebasket” categories, such as “ad- 
vice,” “check-up,” “follow-up,” “personal problem,” “no clinical 
pathology,” “no problem,” “‘no psychiatric disease,” etc., were classed 
as being administratively unacceptable. 

E. The Standard Nomenclature of Disease includes among the 
“Supplementary Terms’ and “Nondiagnostic Terms for Hospital 
Record,” certain terms particularly prone to diagnostic abuse such 
as “diagnosis deferred,” “disease undiagnosed,” “disease, none,” 
“examination only,” “observation,” and “tests only.” Local defini- 
tions, as precise as possible, were given these terms, so as to avoid 
creating either overlapping or ‘“‘wastebasket” categories out of them. 
Their use, it was stated, was to be kept at a minimum. 

F. A list of “Academic, Personal, and Social Problems” (spoken 
of as “problem diagnoses’’), stressing those particularly applicable 
to a largely residential, urban, and all-male college, was drawn up 
empirically. In doing so, it was kept in mind that this category might 
eventually be used primarily for purposes of intercommunication and 
recording by deans and other advisers and counselors, as well as by 
medical men. The problem diagnoses along with the foregoing cate- 
gorizations and The Standard Nomenclature were designed to cover 
the whole field of student visits to physicians or psychiatrists. The 
names, codes, and definitions of the problem diagnoses are as follows: 

1. Inadequate educational motivation (IEM)—where the reasons 
for entering college appear inadequate or unknown. 

2. Inadequate precollege academic preparation (IPAP)—where 
such preparation (as opposed to — aptitudes) is insufficient to 
cope with college work. 
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STUDENT MEDICINE 


3. Inadequate general intellectual capacity (IGIC)—where the 
general level of intellectual aptitudes (as opposed to —— is 
below that necessary for satisfactory college work. 

4. Inadequate special aptitudes (ISA)—where the level of a nat- 
ural or acquired special aptitude (not inadequate preparation) is 
below that necessary for satisfactory college work in a particular field. 

5. Inadequate academic performance (IAP)—where average 
academic grades are unsatisfactory, locally at the level of “D” or 
“E.” (This should be used as a co-title wherever the underlying cause 
is known and used alone where no explanation is known. In the cur- 
rent study it was assigned automatically in all cases of academic pro- 
bation by reason of low course grades). 

6. Unbalanced academic program (UAP)—where the number or 
nature of courses being carried at any one time produces an excessive 
_ or inappropriate work load for the individual. 


7. Disorganized work habits (DWH)—where study habits (as 


opposed to general living habits) or preparation for classes, tests or 
examinations, appear disorganized due to lack of training or ability 
in this direction. 

8. Disorganized living program (DLP)—where general habits of 
living (as opposed to only academic work habits) are ineffectively 
organized for the individual’s purpose. 

9. Problem of career choice (PCC )—where the individual is un- 
duly concerned about the fact that he has been unable to reach a 
satisfactory decision in this regard. | 

10. Problem of employment (PE)—where the lack of opportuni- 
ties for postcollege employment in the desired field are unduly dis- 
turbing. | 

11. Simple immaturity (SIM )—where an individual facing a col- 
lege environment at a youthful age encounters problems which prob- 
ably would not have appeared as such had he been a year or two 
older. 

12. Intrapersonal problem (IP )—where anxiety, depression, char- 
acter traits or emotional sensitivity, though not of a pathologic 
nature, are hampering. | 

13. Hyperactive autonomic system (HAS)—where physical or 
mental symptoms of comparative magnitude result simply from an 
apparently low threshold of stimulation. 
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CLASSIFICATION OF STUDENT PROBLEMS 


14. Inadequate physical stamina (IPS)—where an individual is 
more or less permanently unable because of inadequate physique, or 
by reason of illness, operation or injury, to participate fruitfully in 
various aspects of college life. (Acute disease or accident states are 
not applicable here, while chronic ones may be. ) 

15. Inadequate cultural background (ICG)—where the social 
and cultural horizons of an individual’s prior environment have been 
so restricted that he is unable to profit from the college environment. 

16. Family problem (FP)—where problems in relation to parents, 
brothers, or sisters claim such an amount of time, thought, and atten- © 
tion on the part of the individual that his college life and work suffers 
unduly. 

» 17. Marital problem (MP)—where problems in relation to wife 
and children (otherwise similar to “family problem”) exist. 

18. Philosophical or religious problem (PRP)—where basic be- 
liefs are being challenged or overthrown, or where need for such 
hitherto-nonexistent beliefs becomes apparent, or where a difference 
in religious beliefs appears as a problem in a potential marriage re- 

~ 19. Social difficulties (SOD)—where social relationships with 
others are unsatisfactory due to the difficulty of initiating them, the 
| strain or conflict generally attending them, or the fact of social isola- 
tion. 

20. Sexual problem (SP)—where problems of a sexual nature 
occur (exclusive of oe diagnoses of pathologic sexual devia- 
tions). 

21. Inadequate housing conditions (IHC)—where suitable col- 
lege or outside rooming facilities are not available. } 

22. Inadequate financial condition (IFC )—where re- 
sources are so inadequate that considerable chronic anxiety is present 
or excessive remunerative work is necessary. 

23. Unclassified (UNC)—All other problem situations. (Nature 
of each should be specified. ) 

Between 1948 and 1952 the authors systematically collected and 
tabulated, in accordance with the above classification, the problems 
elicited from each of the 1,343 new students admitted to the fresh- 
man year at the opening of Harvard College in the fall of 1948. All 
of these men, regardless of what became of them, were retained on 
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the list throughout the ensuing four years of college, but no new 
names were added subsequent to the fall of 1948. 

Problems were first searched for in the records of the compulsory 
medical examination taking place in the fall of the freshman year. 
Certain features of this examination, which had been in use for sev- 
eral years prior to this study and under the general administrative 
control of the authors, should be explained. Each student, prior to 
the examination, answered a questionnaire containing, besides the 
usual questions pertaining to past and present health, queries con- 
cerning his family background, school, and work history. Also in- 
cluded were questions which elicited information about a student’s 
personality and the nature of his adjustment to college. Each student 


was assigned for the complete examination to one of some thirty or > 


forty medical examiners, most of whom had had several years of 
prior experience in this work. Available to the examiner during the 
initial medical examinations was a summarized copy of preparatory- 
school grades and College-Board-examination results provided by the 
dean’s office (with detailed personal information about scholarship 
applicants), as well as an abstract of important items in parents’ let- 
_ ters to the dean about their sons. As a rule the examining physician 
spent not more than thirty minutes with each student, roughly half 
of the time for interviewing, the other half being for the physical ex- 
amination and recording. The interview was structured but infor- 
mal, designed to acquaint the examiner with various traits, capacities, 
interests, and drives that helped to characterize the student. A per- 
sonality rating sheet, developed in this department as a permanent 
part of the medical record, was completed by the examiner, and a 
comment was made about the student’s current thoughts regarding 
his postcollege career. Finally, the examiner gave a brief estimate of 
the student’s personality and made therapeutic or preventive recom- 
mendations, both medical or nonmedical in nature, wherever indi- 
cated. The systematic review of all these records, carried out as part 
of the author’s regular duties, proved a prolific source of problem 

Another productive source was interviews by the authors (to be 
discussed in Part II of this paper) of 177 men selected because of 
signs of potential trouble as gleaned from this review of medical rec- 
ords, Other sources during the subsequent four years included the 
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review of all medical records; attendance at weekly meetings held 
jointly with other members of the department and various deans, 
counselors, and advisers for the purpose of discussing the problems 
of individual students; and, in addition, a review of the records of 
the office of the Dean of Harvard College, the Bureau of Study 
Counsel, and the Department of Physical Education, which were 
kindly made available. Various local ministers were asked for infor- 
mation during the freshman year only. No attempt was made to ob- 
tain information directly from individual faculty members. 

Any designation of what constitutes a problem, of course, must be 
made arbitrarily, for often what may seem to be a problem to one 
observer may seem a mere personality eccentricity to another. Actu- 
ally there was excellent agreement between the two authors, checked 
on various occasions, as to what constituted a problem, and it was 
their experience that the process of deciding which of the problem 
diagnoses to employ (“making a differential diagnosis’) was as a 
rule not at all difficult. 

At the end of four years the authors, though certainly under no 
illusion that their record was complete, believed that they had identi- 
fied, for most students, the majority of those problems which in each 
case had proved of sufficient magnitude to have interfered with either 
that student’s satisfactory academic performance, his reasonable ad- 
justment to the college scene, or his maintenance of a fair degree of 
intrapersonal harmony, as far as these problems had been brought 
to the attention of either the Department of Hygiene or the college 
administration. The problem eo as made during the four years 
are shown in Table I. 

By the end of the freshman year 405 men, or 30 per cent of the 
whole class, had been assigned one or more problem diagnoses, while 
by the end of the four years 606 men, or 45 per cent, had been given 
such diagnoses, Fifty-five per cent of all problem diagnoses were as- 
signed during the freshman year, chiefly during its initial four 
months. | 

The fact that the number of men who had intrapersonal problems 
(IP) was only a little less than the number of those who, at some 
time during their college course, had inadequate academic perform- 
ance (IAP) is of interest. The two diagnoses were combined in 
seventy-three men (27 per cent of the cases of IAP) and undoubt- 
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edly further study would reveal frequent relationships between IAP 
and other problems. 


Table 1. Problem diagnoses of the Harvard College class of 1952 dur- 
ing four years (1,343 students) 


Problem diagnosis | No. of men 
Inadequate academic performance (IAP) 273 20.3 
Intrapersonal problem (IP) | 237 17.6 
Family problem (FP) 93 6.9 
Problem of career choice (PCC) 67 5.0 
Inadequate financial condition (IFC) 55 4.1 
Disorganized work habits (DWH) 52 oe 
Inadequate educational motivation (IEM) 48 3.6 
Sexual problem (SP) 36 
Inadequate physical stamina (IPS) 35 2.6 
Social difficulties (SOD) 35 2.6. 
Simple immaturity (SIM) 27 2.0 
Disorganized living program (DLP) 21 1.6 
Inadequate special aptitude (ISA) | 18 1.3 
Inadequate general intellectual capacity (IGIC) 18 1.3 
Hyperactive autonomic system (HAS) 17 1.3 
Inadequate precollege academic preparation (IPAP) 16 Ag 
Inadequate cultural background (ICB) 10 0.7 
Philosophical or religious problem (PRP) > ae 
Unbalanced academic program (UAP) 3 0.2 
Marital problem (MP) 3 0.2 
Problem of employment (PEM) 0.1 
Inadequate housing conditions (IHC) 1 0.1 
Unclassified (UNC) 24 1.8": 


A total of eighty-nine men attended college with various physical 
“disabilities,” this term being used to indicate all instances where 
bodily function was significantly altered as the result of medical or 
surgical conditions. Only thirty-three of these were not also assigned 
at least one other problem diagnosis. However, of the eighty-nine 
only thirty-five were assigned a problem diagnosis of inadequate 
physical stamina (IPS), which applied to those who, according to 
the definition of IPS, were prevented from “participating fruitfully 
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in various aspects of college life.” Among them were students with 


relatively severe cardiac or pulmonary disease, variously caused par- 
alyses as well as others who were blind, deaf, or epileptic. 

During the four years 210 men, or 15.6 per cent of the class, saw 
a departmental psychiatrist, one third of them making their first 
visit during the freshman year. But 41 per cent of these men were 
judged not to have had any psychiatric disease, while sixteen, or 7.6 
per cent, were not even assigned a problem diagnosis. Apart from 
those men receiving rather special attention in the medical field, there 


were 177 others, also without a specific problem diagnosis, who re- 


quired an unusual amount of special attention on the part of the 
deans, from the Bureau of Study Counsel, or from the Department 
of Physical Education. If we add all these “special attention” cases 
(thirty-three medical disability cases, sixteen men who saw the psy- 
chiatrist, and 177 men seen outside the Department of Hygiene) to 
the 606 men with assigned problem diagnosis, we have a grand total 
of 832 men, or 62 per cent of the class, who either had received a 
problem diagnosis or special attention. 

In previous research of the Grant Study, 259 Harvard undergrad- 
uates of college classes of a decade or more earlier, selected for good 
health and overtly good adjustments, were studied far more thor- 
oughly than the class of 1952. Ninety per cent of even these selected 
men, primarily during their sophomore year, either raised problems 


' that they wished to discuss or presented problems recognized as ones 


that thorough discussions might help to solve. Seventeen per cent of 
the whole Grant Study group had problems while in college which 
the psychiatric or medical members of the staff considered to be 
“urgent or acute” ones.** There is no doubt whatsoever, as evidenced 
by the experience of other investigators,“* ** and especially 


* C. W. Heath and L. W. Gregory, Problems of Normal — Students and 
Their Families, School and S peeeys 63: 355-358, 1946. 

*E, E. Emme, op. cit. 

* C. J. Marsh, op. cit. 

*N. A. Congdon, The Perplexities of College Freshmen, Educ. and Psych. 
Measurement, 3: 367-375, 1943. 

*G. W. Hartmann, The Classification of Adjustment Problems Among Col- 
lege Students, J. Abnormal and Social Psych., 28: 64-69, 1933. 

* R. Lunger and J. D. Page, Worries of College Freshmen, J. Genetic Psych., 
54:457-460, 1939. 
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by that of the Grant Study, that the present study elicited only a por- 
tion of the true numbers of problems, significant or otherwise, present 
in the class. However, like that small part of an iceberg appearing 
above the surface of the sea, the facts made visible by these methods 
give some indication of what lies hidden beneath the surface. 

The eventual adoption of a common problem nomenclature by all 
college counselors and advisers, medical or otherwise, regardless of 
their field of work, would be greatly welcomed, as one of the difficult- 
ies encountered in a college is that those of different training and back- 
ground often have considerable difficulty in communicating with one 
another for want of a common technical language. Profiting from the 
experieiice of others, expansion and revision of such a tentative classi- 
fication-as is given here would be desirable. 


SUMMARY 


A tentative diagnostic list of academic, social, and personal prob- 
lems in a college is presented, and the distribution of these problems in 
an entire college class during its four years, as identified by two physi- 
cians in the college health service, is given. In all, 45 per cent of 1,343 
students were assigned one or more of these problem diagnoses during 
their college course, while an additional 17 per cent received special 
medical or administrative attention. Other figures suggest that a more 
thorough search would reveal many more serious problems. The ma- 
_ jority of the problem diagnoses were made during the freshman year, 
during and following the initial medical examination. It is felt that 
such problem diagnoses supplement the formal classification of disease 


already in use, and are of aid in identifying the scope of counseling not _ 


only in the field of student health but also in conjunction with the 
other advisory services of the college. A plea is made for the adoption 
of a common problem nomenclature for use by both medical and non- 
medical counselors and advisers alike. 

A discussion: of the general relationships of problem diagnoses with 
early selected interviewing, inadequate academic performance, with- 
drawal from college, and “outstanding” success in — is discussed 
in Part II of this paper. 
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Part II 


Part I of this paper presented a classification of “Academic, Social, 
and Personal Problems,” designed for clinical and administrative use 
primarily in the student health service of a large, entirely male college 
in an urban community. It also gave the distribution of these “problem 
diagnoses” made for the 1,343 men constituting an entire class during 
its four years’ course in Harvard College. Part II of the paper presents 
a discussion of some of the statistical relationships of these problems to 
four component groups: (1) a special group of students interviewed 
during their freshman year; (2) men with inadequate academic per- 
formance; (3) certain “withdrawals” from college; (4) students 
judged “outstanding” successes in college. 

During the fall term of the freshman year, the authors undertook 
a special project, that of personally interviewing those students whose 
medical records indicated the presence of actual or likely problems of 
a number or severity sufficient to constitute a handicap to the pursuit 
of a normally successful career in college. A clinical sense of possible 
trouble of any sort, rather than specific detailed rules, was relied on to 
a great degree in the process of selecting which men to interview. This 
group did not include, however, a relatively few men who because of 
pressing need had already been apie: directly to a departmental 


_ psychiatrist. 


One hundred and seventy-seven freshmen (13.2 per cent of the 


_ class) were interviewed, each author seeing about one-half that num- 


ber. The type of interview employed, modified slightly for the current 
purpose, has been described elsewhere.*” ** After the individual in- 
terviews problem diagnoses were assigned to 130 of these men (73 per 
cent), while the remaining 47 men (27 per cent) were considered 
“cleared” of any problems, although the medical record had previous- 


ly suggested that such might exist. In comparison, at some time during 


the freshman year, among the noninterviewed group of 1,166 men 28 


*” W. L. Woods, L. Brouha, and C. C. Seltzer, Studies in the Relation of Per- 
sonality to Field of Work: Selection of Officer Candidates (Cambridge, Mass.: 
Harvard University Press, 1943), pp. 25-44. 

*“ C. W. Heath, An Interview Method for Obtaining Personal Histories, New 
England J. of Med., 234: 251-257, 1946. 
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per cent received problem diagnoses, while 72 per cent did not, repre- 
senting an almost exact reversal of the percentages found in the inter- 
viewed group. The distribution of problem diagnoses of each of the 
two interviewers compared favorably with one another. 

Of the 130 men originally assigned problem diagnoses following the 
interview, forty-three were assigned sixty-six additional diagnoses in 
subsequent years, while of the forty-seven men originally “cleared” of 
problems after interview, fifteen men were later assigned a total of 
twenty-seven problem diagnoses. This is a similar proportion of prob- 
lem diagnoses between the two groups, but the original “problem” 
group averaged a total of 2.3 diagnoses per man, while the original 
“cleared” group had only 0.6. Thirty-eight of these interviewed orig- 
inal “problem” men saw psychiatrists during their college course, 
whereas only six of the original “cleared” group did so.” At one time 
or another twenty-four of the 177 (13.6 per cent) withdrew, either 
involuntarily or voluntarily, from college (as compared to 9.8 per cent 
of the class as a whole); twenty-two came from the original “‘prob- 
lem” group and only two from the original “cleared” group.”* It may 
be inferred that clinical judgments (by means of medical examination 
as well as selective interviewing) made early in the freshman year can 
be of some prognostic significance. 

After the authors’ interviews, which were primarily diagnostic in 
their intent rather than therapeutic, students were referred to psy- 
chiatric or other counselors wherever indicated. It was felt, however, 
that knowledge of how to identify or diagnose problems was consider- 
ably in advance of the knowledge of how to deal with them. Several 
very brief case summaries follow, illustrating the problem diagnoses 
and some of the efforts to deal with them. : 


SELECTED CASE SUMMARIES 
OF INTERVIEWED FRESHMEN 


Case 1. Although only eighteen years old, more mature and experi- 
enced than the average freshman, he had developed unusual cynicism. 


*% p=.03 by the Chi Square Test, i.e., there are only 3 chances in 100 that a 
difference as large as the one obtained is due to random or chance factor. 
3p = .02 by the Chi Square Test. 
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Neglected studies, Felt inferior because of acne and unattractiveness. 
Some social agressiveness. (Diagnosis: intrapersonal problem) 
Case 2. Obese, awkward lad from foreign country. Parents unstable 
and solicitous. Aesthetic interests. Tired easily and had developed 
anxiety and tenseness regarding his work. Dermatitis, possibly psy- 
chogenic. Dissatisfactions with roommates. (Diagnosis: anxiety state; 
also inadequate academic performance, family problem, intrapersonal 
problem ) 
Case 3. Although mature and stable himself, he came from an un- 
happy home. Burdens of parents’ divorce and care of a brother who. 
was recovering from mental illness were on his shoulders. Development 
of an anxiety state necessitated his temporary withdrawal from the 
college. (Diagnosis: anxiety state, also family problem) 
Case.4. Quiet, sincere lad, a commuter, whose alcoholic father criti- 
cized him for being in college. Arrangements made for ‘him to live at 
the college. (Diagnosis: family problem) 
Case 5. Strong religious motivations conflicted with normal sexual 
manifestations. Strains regarding choice of career, attitude to Selective 
Service, and social relations. Mild obsessional and somewhat rigid 
thinking. (Diagnosis: intrapersonal problem, sexual — prob- 
lem of career choice, social difficulties) 
Case 6. Attractive seventeen-year-old, unprepared for alias studies 
or for the freedom of college life. Too many extracurricular activities. 
Diffuse, unorganized habits of thought. Sought advice from nearly all 
college agencies and took little of it. Increasing neglect of studies. Re- 
peated freshman year but finally withdrew from college permanently. 
(Diagnosis: anxiety state; also inadequate academic performance, 
disorganized work habits, intrapersonal problem) 
Case 7. Only child of divorced parents. Private-school education. 
Immature, superficial with little interest in practical or ideational mat- 
ters, Academic performance borderline and far below College Board 
Examination predictions. (““The delinquency prototype in higher edu- 
cation.” ) Eventually some success fairly certain but with considerable 
wastage of time to himself and others. (Diagnosis: inadequate edu- 
cational motivation, intrapersonal problem, family problem) 
Case 8. Mature and brilliant young man. Strong antagonisms to 
ambitious and rigid parents who have prescribed career. Antagonistic 
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to course instructors. Excessive alcoholic indulgence and abuse of 
college freedom. (Diagnosis: family problem, inadequate educational 
motivation, problem of career choice, intrapersonal problem ) 
Case 9. Intelligent, attractive student suffering from mild depression 
apparently of an endogenous sort which gradually disappeared during 
freshman year. Unable to give information about his wealthy parents 
whom he scarcely knew, having been largely raised in private schools 
and camps. (Diagnosis: intrapersonal problem, family problem ) 
Case 10. Raw but able commuter who was putting himself through 
college. Father alcoholic. Mother with pulmonary tuberculosis. 
Younger brother borderline delinquent. Sister a state ward. Medical 
advice given concerning parents. Help provided to get brother into 
trade school. (Diagnosis: family problem, inadequate financial con- 
dition ) | 
Case 11. Extraordinarily unprepossessing in any society. Feelings of 
inferiority. Well motivated, however, to a scholarly field. Making own 
way financially by work and scholarship. After conference with 
mother, progress made to rehabilitate him. Advice included physical 
hygiene, care of clothes, and finding some sport other than swimming, 
where he shivered and made an unusual spectacle of himself, (Diag- 
nosis: inadequate physical stamina, inadequate cultural background, 
intrapersonal problem, inadequate financial condition, social diffi- 
culties ) | 
Case 12. Though only eighteen years old, faced with committing 
himself shortly after entering college either to six years in Naval 
ROTC and Marine Corps or to seven years in U.S. Military Academy 
and Army, or to freedom to study medicine. Thinking intelligently. 
Satisfactory solution reached following many conferences with Naval, 
Marine Corps, medical, and dean’s office authorities. (Diagnosis: 
problem of career choice) . | 
Academic failure is, of course, not infrequently dependent on factors 
in the student’s personal life apart from his intellectual aptitudes. For 
many students, being placed on probation due to poor grades, especial- 
ly during the first part of the freshman year when they were becoming 
used to college life, was only a temporary matter and not regarded as 
necessarily significant by the college authorities. In spite of this, of the 
273 men who during their four years were at some time on academic 
probation, and thus automatically assigned inadequate academic per- 
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formance (IAP), 134 men were also assigned other diagnoses, the 
most common of which were: intrapersonal problem (IP) seventy- 
three men; family problem (FP) thirty-eight men; disorganized work 
habits (DWH) thirty men; inadequate educational motivation 
(IEM) twenty-eight men.** In addition three men were given frank 
psychiatric diagnoses. Thus one half of the 273 men placed on pro- 


bation for academic reasons had problems other than the purely 


academic one of low course grades. ‘Twenty-eight per cent of the IAP 
men saw psychiatrists, as compared with 15.6 per cent of the class as a 
whole,” while 34 per cent of the IAP cases voluntarily applied for aid 
to the Bureau of Study Counsel, as compared with 16.6 per cent of the 
class as a whole.*° Those problem diagnoses which occurred more 
than twice as frequently among the IAP group than they did in the 
class as a whole are shown in Table 2. 

Such diagnoses suggest that students in academic difficulties suffer 
also from what might be called the poor hygiene of college preparation 
and college living. (An exception to this may be the IGIC category 
which, however, requires more analysis than can be given to it here. ) 


Table 2. Problem diagnoses more than twice as frequent in IAP group 


as in whole class 
Per cent Per cent 
of IAP cases* of whole class 

Family problem (FP) 14.0 6.9 
Disorganized work habits (DWH) 11.0 3.9 
Inadequate educational motivation (IEM) 10.3 3.6 
Inadequate general intellectual capacity 

(IGIC) 4.4 
Disorganized living program (DLP) 3.7 1.6 


* The probability that all the figures listed in this column could occur by 
chance is less than .01 by the Chi Square Test when the frequencies of the prob- 
lem diagnoses of the IAP group are compared with those of the remainder of 
the class not assigned to IAP. 


_™ The listed figures, compared to those of the men in the class who were not 
assigned IAP, are beyond chance expectancy (p = less than .01). 
* p = considerably less than .01. : 
* pb = considerably less than .01. 
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Study of the more serious cases shows that the difficulties encountered 


frequently extended back even to childhood and were often unknown 
to the college admission authorities. : 

Of an official list of 220 students withdrawing from college perma- 
nently, 132 (9.8 per cent of the class), were selected as representing 
men whose problems—whether academic, psychiatric or other— 
proved too difficult for them, as judged by the standard of survival or 
nonsurvival in a normal college course. These men, collectively here 
called “withdrawals,” might be considered to have been particularly 
“poor risks” in terms of their original selection for college. Most of the 
“withdrawals” had received frequent counseling and were of concern 
to the authorities and hence were more apt to be known to the De- 
partment of Hygiene; 43.2 per cent had seen a departmental psychi- 
atrist, and 94 per cent of them had been given problem diagnoses. 

It must not be assumed, however, that having an assigned problem 
diagnosis necessarily prevented a student from attaining a good record 
in college, as some of the most successful men in the class had such 
problem diagnoses, though they certainly were assigned fewer than 
their less successful classmates. The master of each of the eight under- 
graduate residential houses was asked at the end of the senior year by 


the college dean to submit from the class in question about a dozen — 


names of the most “outstanding” or “successful” men, resident in their 
houses at the time of graduation, who in the words of the dean “have 
profited most from Harvard.” In his request he stated he purposely 
omitted any further qualification. As a result a total of ninty-seven 
names was submitted. Of these “outstanding” men, twenty-six, or 
27 per cent, had been assigned problem diagnoses, as compared with 
45 per cent of the class as a whole and 94 per cent of the college with- 
drawals. Six men, or only 6 per cent of these outstanding men, had 
seen a psychiatrist, as compared with 15.6 per cent of the whole class 
and 43.2 per cent of the withdrawals. The most common problem 
diagnoses in the groups of “withdrawals” and “outstanding” men are 
shown in Table 3. 

It is of interest that whereas problem of career choice (PCC) arose 
in 9.3 per cent of the outstanding men, it did so only in 5.0 per cent of 
the class as a whole and in 4.5 per cent of the withdrawals. The ex- 
planation of this apparent reversal is not certain, especially as PCC by 
definition involves only an individual’s “undue concern” about his 
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Table 3. Selected — diagnosis in 132 “withdrawals” and 97 “out- 
standing” men 


“Outstanding” 
Problem diagnosis “Withdrawals’ men 
| | per cent per cent* 
Inadequate academic performance (IAP) 67.4 5.2 
Intrapersonal problem (IP) 34.9 10.3 
Inadequate financial condition (IFC) 15.9 1.0 
Family problem (FP) : 15.2 4.1 
Disorganized work habits (DWH) 14.4 0.0 
Inadequate educational motivation (IEM) 12.9 3.1 
Inadequate physical stamina (IPS) : 9.7 1.0 


* Each percentage contrasted with its pair in the “withdrawal” column is 
beyond chance expectancy (p = less than .01). 


ability to reach a satisfactory decision in this regard. It may be sur- 
mised that they were men who were particularly aware of their diffi- 
culties of career choice and who actively and probably with intelli- 
gence sought advice regarding their career future. 


SUMMARY AND CONCLUSIONS 


Comparisons are made between certain problem diagnoses occur- 
ring in a complete college class of 1,343 male students during its four 
years in college and four of its component groups: (1) a special 
group of 177 interviewed men, (2) 273 students with inadequate 
academic performance, (3) 132 withdrawals from college, (4) 97 
“outstanding” men. It is seen that there are definite differences as to 
the incidence of problems (not infrequently of statistical significance) 
between certain of these groups. The problem diagnoses seem to have 
a useful function for the physician in predicting future trouble in terms 
of visits to the psychiatrist, academic failure, or withdrawal from col- 
lege. Further, it would appear that as a screening technique, the review 
of records of medical examination followed by selected interviews 
could serve to improve problem diagnostic criteria and hence result 
in earlier identification of problems. Hopefully it could also promote | 
more prompt therapeutic intervention. 
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What Does the Athletic 
Department, Want from the 


Health Service? 


BY E. E. WIEMAN, DIRECTOR OF ATHLETICS, UNIVERSITY OF DENVER 


PERHAPS the easiest way for me to answer this question is simply 
to say that the athletic department wants the kind of sympathetic 
understanding and effective co-operation we are getting from our own 
health department here at the University of Denver. In passing, there- 
fore, I should like to take this opportunity to acknowledge publicly 
our deep gratitude to Dr. Barbato and his efficient staff for the very 
excellent service they give us. As I discuss my subject I shall, for the 
most part, be reporting on these services which we at the University 
of Denver are now receiving from our own health department. 

I think the first thing the athletic department has a right to expect 
from you medical people is that you assume that our interest in the 
welfare of the individual boy or girl is no less real than your own. I 
have known instances in which there was the implication, that the 
doctor felt it his duty to protect a boy from his coach. Frankly, I 
think we have a right to resent such an attitude. We may not always 


agree as to means or method, but I think we must start from the 
_ premise that we share with you a deep desire to do what is best for 


the individual boy or girl. If we are in agreement on the basic philo- 
sophy that athletics exist in schools and colleges because of the con- 
tribution they can make to the all-around education of the students, 
no other attitude can be worthy either of the doctor or of the coach. 

Starting with this assumption, and without it we just don’t start, we 


[Delivered Before the Rocky Mountain Section of the American College 
Health Association. ] 
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should list among the first of our common responsibilities the preven- 
tion and care of injuries, preferably the former. As I see it there are 
five principal causes of athletic injuries: 


Poor physical condition 

Improper or inadequate 
Faulty technique 

Carelessness 

Accidents 


It goes without saying that every candidate for an athletic team 
should be thoroughly examined by a properly qualified physician be- 
‘fore he is allowed to participate in strenuous activity. Not only should 
those with organic weaknesses be advised not to participate, but no in- 
dividual should be permitted to compete against others of marked 
difference in physiological age, strength, or experience. This applies 
particularly to precollege groups. 

As a rule, a satisfactory physical examination means only that an in- 
dividual is organically and structurally sound. It does not mean that he 
is ready for long periods of strenuous activity. Frequently he is not. 
After a candidate for a team is approved by the examining physician, 
it should be the mutual concern of the doctor and the coach to see that 
he acquires the proper cardio-vascular-respiratory endurance and 
muscle tone before engaging in hard, extended scrimmage. Often 
candidates for a team do much of this conditioning work before formal 
practice begins. This is fine, but in any case the team physician and the 
_coach, working together, can prevent many injuries by seeing to it 
that the work of each candidate is adapted to his general physical 
condition at any given time. This applies also to the reconditioning of 
an athlete after injury, concerning which I shall have more to say a 
little later. 

As you know, injuries occur most frequently after clos sets in or 
before men are adequately warmed up. This is all a part of the general 
conditioning problem, and inexperienced coaches should be advised 
to take the necessary precautions to avoid unnecessarily exposing their 
players to injury from this cause. 

Great progress has been made in recent years in the matter of pro- 
tective equipment. Scientific studies have resulted in the use of better 
materials as well as better designs. Team physicians and other mem- 
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bers of the medical profession have made significant contributions to 
these studies. | 

In football the most common injuries are to the ankle, knee, and 
shoulder joints. There are also head injuries, fractures, and muscle 
bruises, Good equipment can go a long way toward protecting against 
injuries to the head, ankle, or hip. It is much more difficult, however, 
to protect the knee and shoulder. ‘The most common injury to the knee 
is a strain of the internal lateral ligament caused by a heavy blow from 
the outside. The most common injury in the shoulder area is the sep- 
aration of the acromio-clavicular joint. This is frequently caused by 
heavy pressure traveling up the arm from the elbow. Neither this type 
of injury nor the knee sprain can be adequately guarded against by 
protective equipment. Only strong joints and careful attention to pro- 
per technique can prevent these injuries. | 

In this area the team physician can best help the coach by insisting 
that players wear their protective equipment at all times. The best 
helmet in the world will not prevent a concussion unless it is worn. 

The teaching of proper technique is largely the responsibility of the 
coach, but here again the team physician can help by close observation . 
and timely advice. Players should be taught how to fall, how to block, | 
how to tackle, and how to take a block or a tackle with a minimum ex- 
posure to injury. Knee injuries, for example, could be largely avoided 
if the player could manage always to have his weight on the leg away 
from contact. A blow against a limp leg can do little damage. Also, 
knee injuries could be greatly reduced if the exposed player would 
keep his knees slightly bent. Dislocated elbows are usually the result of 
extending an arm when it should not be extended. Shoulder separa- 
tions are frequently caused by falling on an elbow. These and other in- 
juries to the extremities could be greatly reduced if players learned to 
fall on a ball with arms and legs pulled in, rather than sprawling with 
extremities extending in every direction. Such practices should become 
habitual through constant drill. 

The teaching of these techniques are, of course, the responsibility of 
the coach. However, you medical people might very well help check 


the degree to which players put the approved techniques into practice__- 


and how frequently injuries are traceable to faulty techniques. 
The fourth cause of injury is plain carelessness. Practice is con- 
ducted too close to benches, markers, buckets, or other obstacles. Or 
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drills are set up too close to each other so that the players may run 
into one another needlessly. I shall not waste your time discussing 
this cause of injury except to point out the obvious and warn against 
it. | 

Regardless of precautions, however, some injuries are bound to 
occur. A piece of equipment slips out of place, a lad is clumsy in his 
technique, or perhaps it is just an unavoidable accident. In any case, 
a boy is hurt. At that point the doctor takes over. He prescribes the 
treatment and care and he says when the boy may resume practice. 

Although there can be no quibbling about the finality of the doc- 
tor’s responsibility and authority there are a few things which I think 
the coach has.a reasonable right to expect of the attending physician 
in the care of an injured athlete. 

First, I think a coach is entitled to know, as nearly as a 4. doctor can 
tell him, how long the boy is likely to be incapacitated. If only the 
injured boy were concerned, this information would not be so neces- 
sary. But plans for the development of the team depend upon know- 
ing how long the injured player is likely to be out. If it is to be a 
week, for example, the coach would probably plan to get along 
merely by using the injured player’s substitute. However, if the in- 
capacity is likely to be for several weeks, the coach might want to 
move a player from some other position to replace the injured man. 
This takes time. New assignments must be learned; new techniques 
developed. The doctor should be as frank and honest with the coach 
as he can. He is doing him a disservice when he plays coy, thinking 
to surprise the coach on Friday with the good news that his star half- 
back is able to play, after all. Unfortunately Friday is too late. Other 
plans have already been made. The suddenly recovered man may be 
used, but much time has been wasted and the effectiveness of the 
team impaired by having had to make other adjustments. 

There are, of course, degrees of incapacity. Sometimes hospitaliza- 
tion is necessary. Sometimes immobilization of a single limb is re- 
quired. Sometimes it is only necessary to withhold the injured man 
from rough contact work. The coach is entitled to this information. 

A doctor may say, “Jim will be O.K. in about three weeks.” How- 
ever, if in that three weeks Jim does nothing at all, he might as well 
quit the squad. Maybe his injury will have mended, but meanwhile 
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his general condition will have deteriorated and he will be so hope- 
lessly behind in the team’s weekly progress that his value to the team 
will be practically nil. If a boy has a shoulder separation, for exam- 
ple, there is no reason why he cannot keep in condition by running 
and keep up with team progress by observing. Then, when his injury 
is mended, he will be ready to step into his place without a long 
further period of reconditioning and play learning. —~ 

So, the coach wants to know not only when the boy will be ready 
to play but what he may do in the meantime. Also, he would ap- 


preciate anything the doctor might do to encourage the boy to keep 


in training and to keep up with team activity. 

Team physicians can also be very helpful by observing players 
through the season and advising the coach about their continuing 
physical condition. Staleness on the part of a player is not an infre- 
quent occurrence. It is usually evidenced by loss of weight, inability 
to sleep, and general irritability. ‘The most common causes of stale- 


_ ness are overwork, monotony, lack of interest, and indiscretions in | 


diet. The cure for staleness is rest or change of activity and revision 
of diet. But better than cure is prevention. Players should not be over- 
worked. The daily practice sessions should be made interesting and 
should afford as much fun as possible. The practice routine should 
vary from day to day. A little humor at the right time helps a lot. A 
good team physician is constantly on the lookout for staleness and 
will advise the coach of the first symptoms. 

Because of their physical condition and their mode of life, ordinary 
illness is not frequent among the members of athletic teams. How- 
ever, colds and stomach upsets do occur. Here again the doctor takes 
over, but he should keep the coach advised as closely as possible as 
to his patient’s condition. 

There is one thing further which may be worthy of comment. That 
is the matter of publicity. Ordinarily, I think, the coach has a right 
to expect to handle public announcements relating to injuries to 
members of his team. Of course, if the injury is very serious, it may 
be advisable to release the physician’s professional opinion regarding 
the case. However, in most cases the interest of all concerned is best 
served if publicity regarding athletic injuries is handled through 
regular athletic channels. 
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This whole matter of the relationship between doctor and coach, 
it seems to me, sums up to this: If each has confidence in the other, 
if they both hold uppermost the best interest of the individual athlete, 
and if they then use good common sense, there should be no conflict 
of purpose and the job should be satisfactorily accomplished. 
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Case Keports of the Cornell 


University Infirmary and Clinic 


(The following is a case recently presented at a staff conference on 
student mental health problems. These conferences are held monthly 
at Cornell with the medical staff of the clinic and infirmary and with 
representatives from the offices of the dean of men and dean of 
women. Cases with differing focus and complexity are presented in- 
formally by members of the Clinic’s Mental Health unit.—Ed.] 


Emotional Disturbance in an Undergraduate Student 


_ This case was presented by: 


C. Douglas Darling, M.D.—Psychiatrist 
Miss Frances McCormick, A.B., R.N.—Health Counselor 
John Summerskill, Ph.D.—Clinical Psychologist 

Dr. Darling: “This boy came to us through Professor S——- who 
is his personal friend as well as his adviser. The student’s chief com- 
plaint was depression. He had been stopped more or less dead in his 
tracks. He was unable to concentrate and somewhat confused. Pro- 
fessor S—— called me and asked if we could help in the situation. 
He wasn’t sure he could convince the student that he should come to 
see us but he would try. Two weeks later the boy decided to act on 
Professor S———’s advice and he came to see Miss McCormick. She 
obtained the history before I saw the boy.” 

Miss McCormick: “TI first saw the boy’s mother, who was referred 
by Professor S———. She came to see me on March 6, 1953, and she 
told me that she was very much concerned about her son. At that 
time he was in the third term in the College of Agriculture here, 
having completed one year’s work at another college in 1949-1950. 

“The mother told me that after he left the other college he had 
been examined by a doctor who thought possibly there might be 
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some pituitary disturbance. Also he consulted a Dr. S—— who was 
connected with the State Mental Hygiene Clinic. 

“She told me a little bit about the patient’s background. His 
father, a minister in a small town, died last spring. He has one 
younger brother who is of subnormal intelligence. She said her own 
situation was somewhat uncertain, that she is temporarily keeping 
house for the new young minister. She said she has a fairly serious 
heart condition, and she thought she confided in the patient and de- 
pended on him a great deal, probably too much, because he was the. 
only person she could talk with. At a later time she told me there 
was also a grandmother who lived with them, and the patient had 
some responsibilities there. 

“The patient was living at D——- Lodge (a co-operative house) 
at Cornell last year (1952), carrying eighteen hours academic work, 
working fifteen hours. The mother felt he was trying to do too much. 
In addition, he was quite interested in the affairs of the Lodge and 
other extracurricular activities. She said that at the end of his second 
term at Cornell she noted that he was yawning, listless, and found it 
difficult to do things. She was most anxious to have him get some 
help now because she is fearful that unless he gets it, he will have to 
withdraw from school. 

‘Professor S——— advised her to talk very frankly with her son and 
to recommend that he come to the clinic here. She wondered what I 
thought about it. I told her that I thought that was the thing for her 
to do. She said, ‘What shall I do if he is not willing to come?’ I said 
that if he were unwilling to come we probably wouldn’t be able to 
help him very much, but that she should let someone in his living 
situation, preferably Mr. L——, in charge of the Lodge, know, so if 
things should become worse, he could be in touch with her and in 
touch with us. Apparently she was successful, because four days later 
I had a letter from her and she told me that she thought things were 
going to work out all right and that the <td would call and make an 
appointment—which he did. | 

“The patient’s mother also sent us a ‘case history’ which ae had 
prepared for another doctor. I think it is quite significant: | 

“The boy entered college in 1949, after graduation from high school, 
with an average of 89 or.90. He had been very popular and a leader in 
practically everything but athletics....Things went along very well 
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until Christmas when he came home very tired. He said he felt just as if 
he had been ill for a long time. He also said that he should be enthusiastic 
about coming home, but that he couldn’t be enthusiastic about anything. 
After a few days ... he seemed like himself and he went back to school 
in good spirits. At Easter vacation he brought home a term paper and 
worked at it almost every day, but it often seemed as if he were not 
getting much accomplished. ... He was so low mentally and physically 
that he couldn’t pull himself together to ... make the train. We insisted 
on his remaining at home for two more days. He did so, and then went 
back to school. 

“,.. Between Christmas and Easter he had had one or more of these 
periods of sluggishness and we had urged him to go to the doctor, but 
he put it off. ... We wired the dean so that he could see that he got 
medical care. With counseling and benzedrine he pulled out of that 


siege. ... He managed to get through his exams and passed them all 


that year. 

“Then he came home. ... He said that it seemed good to think of 
being rid of books for a while and getting out of doors. He worked ... 
on a farm all summer. ... He had no medical care during the summer 
because he seemed well, and we attributed the troubles of the winter 
largely to the adjustment of his first year at college and to the fact that 
he was trying to keep a B average, which was required for his scholar- 
ship. Unfortunately a few days after he quit work he had a stomach 
upset and was up most of the night. ... We took him to Dr. E——, 
who thought it was best for him to go back to school and let the college 
work on it. 


| **The mother added a note to us: 


“The word deadness is the chief description my son gives of this con- 
dition, he has no motivation, no alertness, no particular feeling. His eyes 
look dull and expressionless—don’t have their normal sparkle. He yawns 
practically all the time and simple things like writing a postcard take a 
very long time. He says he is not on the ball. He has difficulty in re- 
membering things. He cannot concentrate on mental work and if driv- 
ing a car would have to drive much slower than usual. His conversation 
seems slow, as if it were a real effort. I think it should be said too that 
it seems fairly clear that each of these attacks of depression, or whatever 
they are, has been preceded by times of strain such as sickness, a trip, 
extra work, fatigue, or lack of sleep. Naturally this condition has been 
aggravated by his own concern over it. I think at times he has really 
wondered if he might not be losing his mental powers. Perhaps the fact 
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t he has a brother who is somewhat _ retarded has increased his con- 
cern or contributes to his feeling of lack of confidence. 


“At the time she enclosed the history she also enclosed a copy of 
something the patient had written: 


"Aaa T different than I wes & yous ago today? What kind of change 
has taken place? These are questions that will not be easy to answer. 
Self-analysis is always’ difficult, but in order to get a true picture of 
anything you must sit back and look at it objectively. A year ago at 
this time I was beginning to realize that graduation from high school 
was almost a reality. I was looking forward to it, but yet I think I was 
a little sorry too. I’d be losing all the security of home, school, and com- 
munity life where I had occupied a well-established position. It was a 
very enjoyable position to be in, no worries about being accepted or 
liked by the group. I was busy, but it was an easy existence. 

“College has been quite different, quite a contrast to the security. I 
had to learn to adjust to new situations and to new people. You are 
judged on what you are at present not on your general reputation. I 
think my whole perspective,.on life has changed a good deal. I realize 
what a complex situation we are living in. Life isn’t just my own back 
yard. It is so easy to have it become that. I thought of myself in some 
ways more than ever this year. Many times I became discouraged, 
almost to the point of hopelessness. During those times I must have been 
miserable to live with because my whole thoughts centered around my- 
self. That is a terrible state of mind because you are of practically no 
value as a person contributing to the lives of others. I have had to 
take more responsibility for getting things done myself without Helpful 
urging from my folks although I guess I have progressed a little, I still 
have a habit that is going to hinder me [throughout] my life, that is, 
putting off difficult uninteresting tasks until the last minute. It has 
caused me a lot of worry and unnecessary difficult work this year espe- 
cially with term papers. I have got to realize that I am no longer resting 
easily in the carefree teen-age stage of life. This is only a natural result 
of living with a group of peoplé older than yourself and attending 
college in direct preparation for a vocation. Sometimes when I stop to 
think it doesn’t seem possible that I have really completed my home life 
and am heading out to sea like a steamer being pushed out of the 
harbor by tugboats. 

‘When I first saw the patient on the thirteenth of March he didn’t 


indicate that he had ever had any medical help at all. He attributed 


72 


A 


CASE REPORTS AT CORNELL 


his recovery entirely to religious experience and he still had faith that 
that was the thing that was going to help him most. He was willing, 
however, to be evaluated medically and see what recommendations 
would be made. He made it clear that he didn’t have much confi- 
dence in that. He told me that if I had seen him a few days before 
he wouldn’t be able to talk to me as he had been able to that day 
because he had been at a very low ebb. Dr. Darling saw him first : 
on the twenty-seventh of March.” 

Dr. Darling: ““When this boy came into the office he looked and 
acted depressed. He is a big, strong boy. One difficulty in a situation 
like this, where depression is so deep and solid, is that the patient 
finds it hard to talk very much and so the therapeutic effort is dif- 
ficult. He told me about his religious experience and that this had 
been very deep. He was sure at that time that religion was going to 
solve all his problems, his depressions. He said the thing that scared 


_ him was that now, when he had had this experience and had lived 


for a year feeling quite well, his symptoms have recurred. His symp- 
toms were just as bad if not worse than they had been before, so he 
had the double problem of not only being sick, but also he had had 
to admit that there must be something more than religion to keep 
him well. He had little faith in psychiatry at this time, but he was 
co-operative and he was willing to go along with suggestions we 
might have. At this time we gave him two of our routine tests which 
are meant to give us a few leads. Do you want to sketch them, 
John?” | 
Dr. Summerskill: “In this kind of situation, where there is a 
comprehensive history available, I don’t think the information the 
screening tests give adds much to the picture. But the tests do serve 
another function here—they are an easy step in the process of getting 
to know us, making a more complete referral. With regards to sever- 
ity, the tests show that he is moderately disturbed compared to the 
average student that we see. I must qualify this right away by saying 
that he checks such items as ‘finding it hard to talk about my trou- © 
bles,’ so you have to be qualified in a judgment that he is only mod- 
erately disturbed. He indicates some specific worries: financial, losing 
friends, indecisiveness, forgetfulness, and then brings up the religious 
conflict which I noted should be explored further. He also indicated 
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his doubts about putting his problems on psychiatric or personal 
grounds rather than on a religious basis. This came up in a statement 
which he appended to the test—and this is often valuable: 


“The problems underlined are of concern to me, but most of them I 
feel able to cope with when I am not in one of those periods of deadness 
or slowdown. The problem itself, each time I fall into one of these 
periods, comes to be more important. Because it seems to affect me so 
completely in terms of my mental ability, to give a true picture, I would 
probably have to list the intensity of almost all of the problems differ- 
ently in each case. Except perhaps my basic relationship with God— 
which I feel I should always be seeking to improve, and this means for 
me leading a more completely Christian life. 


“Although he certainly co-operated in taking the tests and had 
begun to take hold, there was still this ambivalence about where the 
solution of his problem lay. That was my interpretation.” 

Dr. Darling: “My first problem was to keep him in therapy and 
establish a relationship with him in spite of his inner difficulty in 
accepting the need for psychiatric treatment. My second problem 
was to make a diagnosis as to whether this was a psychosis—mental 
illness—or whether it was a psychoneurosis with depression. Also he 
was in real trouble, and I felt that unless we could really help him he 
might have to go to a hospital, and so I saw him frequently at first. 
Gradually he began to respond. He could not talk very much about 
his mother, who has obviously played a very large role in his life. She 
has depended on him and he of course on her. Neither could he talk 
much about his father, but it was obvious that he was unconsciously 
patterning his life much like his father’s. He complained over and 
over again of his depression. Treatment had to be friendly, had to be 
reassuring. The positive thing that gradually developed was his rela- 
tionship to me, the doctor. This then enabled him to achieve some 
reorganization in his own mind. The doctor-patient relationship 
made this possible, and active ‘analysis’ was not used. This is almost 
always true in a case of depression. 

“His relationship to the doctor enabled him to trust. This trust led 
to his accepting the psychiatric and psychological solution to his dif- 
ficulties, and at the same time he did not feel that his religion was 
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threatened. He is a deeply religious boy, wants to be an agricultural 
missionary and I believe will become one. 

“In late April he was getting a little better. It was necessary for us 
to recommend that he drop some of his work. He still remained re- 
tarded and depressed, and the last of April I made this note: “This 
boy is retarded and depressed. I can seem to make no real solid 
movement with him.’ Then in the middle of May he suddenly be- 
came a great deal better and he said, ‘I am beginning to feel better 
and more normal.’ In the third week of May he was right back at 
the same place, and the last of May he said, ‘I feel that I should 
withdraw. I am trying to finish, but I don’t know how I can.’ How- 


ever, he didn’t really want to withdraw, and with reassurance he 


decided to try to do what he could. He did complete his work fairly 
well. At the last of the term he appeared to be over his depression. 
Now he said to me, ‘What has happened? What was the matter with 
me? What went on?’ Well, we don’t regard him of course as com- 
pletely well, but he is free of symptoms; symptomatically speaking he 
is well. Although I had theories about his recovery, I did not want to 
go into things with him. In the first place, I doubt very much if he 
could have understood it and in the second place I didn’t feel that 
his recovery was very solid at this time. I talked with John Summer- 
skill and John agreed that he would take primary leadership with 
this boy over the summer. This plan was used for two reasons—one, 
the giving of certain psychological tests to gain further insights, and 
second, to establish a positive relationship with another person. I — 
had the feeling throughout that he had never been able to really have 

a friend. He had many acquaintances. He had many activities— 
Cornell United Religious Work and the Lodge, where human rela- 
tionship was a possibility—but he was never free enough within | 
himself to make close, genuine contacts or friendships. When he was 
put in relationship with the three of us in the Mental Health Di- 
vision, it was a formalized friendship which enabled him to feel that 
there were reasonable people in the world who weren’t threatening 
him and were there to help him, and I think he gradually established 
this relationship with Miss McCormick and with myself and then 
also continued in a similar relationship with John Summerskill. ‘This 
fall he has come in and is very well pleased with himself. My plan 
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for this year is to see him once a month. Do you want to talk about 
the summer, John?” 

Dr. Summerskill: “The plan for the summer worked out pretty 
well. He was working on a farm full time and. he phoned me when 
work was slack to make an appointment. It was a hard thing for 


somebody his age, working twenty miles away, to take this responsi- 


bility, and he followed through very well. This plan gave him a goal 


and a chance to come in and talk things over and to take the tests in - 


which he had become interested. His mood was definitely up from 
the earlier picture which Miss McCormick described. 


“Some test results may be interesting. Please remember these tests 


were given after considerable therapy. Just to briefly summarize: 
The I.Q. score was 118, which is not high, certainly below average 
for a Cornell student, indicating that at least one feature of his poor 
adjustment was the tackling of Cornell-standard work with sub- 
standard equipment. But perhaps even more indicative of difficulties 
is this. The Wechsler I.Q. Test is made up of ten subtests. The first 
five are verbal-type tests, the next five are performance-type tests. In 
, other words, in the first tests you are asking for information, arith- 
teetical questions, etc., but the second part involves putting together 
blocks and pictures, the sort of thing which depends on quickness 
with hands and figuring out patterns. You can see that there is a 
definite discrepancy in the performance tests as against the verbal 
tests. The performance tests are all lower, right across the board, and 
breaking down the I.Q. score—the verbal was 129, and performance 
102—a difference of 27 points. That’s most unusual, because the test 
is standardized so that people who are bright on the verbal part are 
usually bright on the performance part, and vice versa. I would in- 
terpret this to signify that the emotional involvement, the depression, 
was still causing a certain amount of slowing down. He might be able 
to know things, to give definitions rather readily, but when he had to 
fit things together, to work things out, and had to do the job, he was 
definitely handicapped. Of course this ties in with the pattern of not 
being able to get papers done on time, and simply not having the 
energy to complete jobs. Although he was alert to what was going on, 
he was having trouble producing, and this, I think, compounds the 
emotional difficulty. 
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“The Rorschach test showed various things. First of all there was 
adequate contact with reality. I mean it wasn’t a bizarre test per- 
formance, and in responding to color on the Rorschach he indicated 
that he wasn’t severely depressed. There were one or two single re- 
sponses; stalactites in a cave, which are frequently indicative of a 
depressive streak. The productivity in the Rorschach was unusually 
low. The kind of things he saw were not what is typical of college 
students. A simple cat-, dog-, bat-, butterfly-type of response compared 
to imaginative, energetic, organized things—abstract paintings or Fall 
Weekend designs. His responses were what you would expect from 
somebody who was pretty well handicapped, indrawn to a certain ex- 
tent. 
“One final point on the testing side—the Interest Test showed, 
first of all, no highly crystallized set of interests, despite a strong pro- 
fessed interest in missionary work. When one actually compares the 
things this boy likes and dislikes, over a range of five-hundred items, 
the kind of reading he likes, the kind of hobbies, activities, etc., with 
the answers of people in these different fields, one finds nothing very 
well structured. Particularly interesting is the fact that ministerial in- 
terests are not high in any sense. There is more emphasis on promo- 
tional and administrative work. When one looks at the test of values, 
however, where one asks people what is good, what is proper, and 
what must be defended, then one finds all the religious thinking 
coming out. One might suspect that here is a boy who feels that it is 
extremely important to be religious, to perform religious functions, 
and uphold religious ideals, and is planning a career in that direction, 
yet there is serious doubt about whether he actually would enjoy the 
day-to-day activity that typically goes along with that ambition. I 
had previously realized that there was a conflict about whether or 


_ not he was in the right field and I would guess that that is part of 


the difficulty. One can see a good many residual problems.” : 
Dr. Darling: ““We might briefly summarize from the psychodynam- 
ic standpoint. The diagnosis is mixed psychoneurosis with depres- 
sion. This boy has an overly developed or ‘strict’ superego, or con- 
science. Because of this he had himself in a box so to speak, was 
judging himself with a single yardstick which resulted in feelings of 
guilt, largely at an unconscious level which could not be verbalized 
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at the time. In the psychotherapeutic set-up of the doctor-patient 
relationship he was able to resolve some of these things and to de- 
velop a new kind of relationship. This helped to relieve some of his 
guilt feelings.” 

Dean Baldwin: “Which interest test did you use? Was that the 
Strong or the Kuder?” 

Dr. Summerskill: “Strong. I was interested particularly in the 
minister scale. Actually he couldn’t quite explain why he wanted to 
_ be an agricultural missionary as against a missionary as such. Here 
he was working on a farm, and it struck me that maybe farming was 
the primary interest. On the Kuder one can’t get that specific break- 
down—minister, salesman, farmer, etc.” 

Dean Baldwin: “He didn’t have much manual dexterity to speak 
of.” 

Dr. Summenlill: “Not from the Wechsler results. I don’t know 
enough about him from the vocational point of view to have an 
opinion and I don’t think it is a question of aptitudes at this point. 
From a vocational point of view it seems to me he has to get re- 
organized further personally and become more sure of where he is 
going in the world, and then his aptitudes should be studied.” 

Dr. Moore: “Is it true from what you said about the tests, and 
from what you said about the clinical history, that-interference or 
intellectual block which comes with depression was showing up in 
the history which Miss McCormick read? Did he show these same 
intellectual blocks in performance on the tests? In other words, did 
you confirm by tests the history and the conclusion the psychiatrist 
had reached by interview?” 

Dr. Summerskill: “Yes, I think there was very good corrobora- 
tion.” 

Dr. Moore: “I think it is important to recognize why academic 
work slips when depression enters the picture. It’s a pom which 
many faculty members can’t understand.” 

Dr. Little: “Is he continuing to feel that his vocation should be 
the same or has he begun to question it this fall?” 

Dr. Darling: “He is continuing with his same goal, and he is a 
highly motivated boy. He is determined and he is devoted. The work 
that we did with him has enabled him to recognize and accept other 
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factors in life in addition to the religious angle which he already 
had.” 

Dr. Moore: “Is he getting along better with his scholastic work 
this fall?” 

Dr. Darling: “Yes.” 

Miss Simonds: “Dr. Darling, in a case of this kind where there is 
high motivation, would that fact be more apt to be a factor in his 
becoming a happier person?” 

Dr. Darling: “I think it will help him to be a really effective per- 
son if it doesn’t lead to an internal struggle. When he came to us, 
this motivation had led to serious symptoms. At the present time, the 
same motivation seems free to operate in a way which is more con- 
structive.” 

Dr. Mankad: “Would you expect him to feel the same all the 
time—to be level?” 

Dr. Darling: “No. A certain amount of ups and downs in emotion 
is normal, of course.” 

Dr. Ortega: “Did he have no interest in girls?” 

Miss McCormick: “‘Yes, he did. His mother told me that during 
his first year here at Cornell he had the idea that it was most import- 
ant for him to find a wife and he had dated numerous girls. The 
second year when we became acquainted with him he was not dating 
very much, but Dr. Summerskill has some information on that.” 

Dr. Summerskill: “This is a specific instance which illustrates the 
superego influence—how much this boy is run by principle, by con- 
science. When we were talking about dating he said, ‘Well, it’s im- 
portant for a missionary to be married before he goes into the field.’ 
Never mind how one feels about a girl! Secondly, ‘I haven’t found a 
girl who comes up to the mark’—in other words, the expression Dr. 


Darling used about applying the yardstick. Here again is the idea 


that a girl that a missionary should take with him has to be very 
carefully measured only by religious and moral standards. A person 
with -_ thinking who lives on a college campus has difficulty for 
sure.’ 

Dr. Wightman: “Did you try to relieve some of this religious pres- 
sure or suggest reading or some contact with ministers, or did you 


leave all that out?” 
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Dr. Darling: “Well, the religious area was so strong in him that 
trying a direct discussion of this would probably make him worse 
instead of better. I kept away from this area except to let him see 
very clearly that I respected him and his ideas. He is a conscientious 
objector; he is very rigid indeed. However, we were able in a way 
to parallel the area of religious belief with a different approach 
rather than to try to get him to moderate specific ideas. We tried to 
get him to moderate his attitude about other. things and other people 
and about himself.” 

Dr. Moore: “Supposing he went to a counselor who didn’t recog- 
nize the danger of making him worse by a direct approach on his 
motivation, on his deep-seated religious tendencies, and supposing 
that the counselor had said ‘Why don’t you go and talk this over 
with the pastors?’ Would you venture a guess as to what might be 
the outcome of such advice?” 

Dr. Darling: “He wouldn’t get any better from such a procedure. 
Also, since he was not getting any better and since he put all his eggs 
in the religious basket to begin with, it probably would have in- 
tensified his belief that there was little hope for him. In other words, 

it would just delay his recovery to the point where he might have de- 

veloped a psychotic reaction. I think we saved this boy from be- 
coming actually psychotic by starting intensive psychiatric treatment 
when we did.” 

Dr. Tracy: “Is this vocational choice strictly his own or is it due 
to social pressures, his home pressures? Doing what his mother or 
- grandmother would like him to do?” | 

Dr. Darling: “You have raised a very important question. I think 
his vocational choice probably grew out of accepting without any 
conscious questioning the kinds of things that he was exposed to in 
his home. One of his unconscious conflicts, I think, was about his 
decision to become a missionary. Was this a real decision of his own 
or was it largely a matter of ‘putting on his father’s cloak’? This con- 
flict centered around his own drives for self-expression versus the 
assumed role of his father. 

“One of the things this case illustrates is the method of function- 
ing of our mental health clinic staff. The original contact was made 
by the social worker. She also saw the mother from time to time. The 
psychiatrist took the major responsibility for reconstructive psycho- 
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therapy and for the medical care of a sick person. The psychologist, in 
addition to structuring important psychological data, continued the 
therapeutic effort while making objective observations. In addition 
to active therapy it is felt that a more serious illness was prevented. 
In this case it was possible to carry out major therapy in an academic 
setting, the patient continuing to profit from his educational ex- | 


perience.” 


Multiple Sclerosis 


[From a weekly Staff Meeting, Cornell University Infirmary and 
Clinic. ] : 


Dr. Alexander: ‘“The program today will be participated in by 
Dr. Zylik, Dr. Darling, and myself. I will begin with two case his- 
tories. | 

“First is that of a student who was eighteen years of age when he 
entered Cornell, and the cae is presented in this letter from the 
family doctor. 


“In August 1952 we saw this man because of vague sensations of 
tingling and stiffness in the legs and also in the hands. A complete study . 
was carried out including spinal tap and neurological evaluation. These 
studies were all negative except for a slight increase in spinal fluid 
protein of 64 milligrams. We, nor our neurologist, thought that any diag- 
nosis could be attached at that time. 

“In January 1953 vertical diplopia with paralysis of the right superior 
rectus was noted. The remainder of the eye examination was normal. 
Further neurological study was thought advisable and was carried out 
in a large medical center. Again, there were no positive neurological 
findings. The eye symptoms cleared in two weeks. Spinal fluid study 
was negative and a myelogram was negative. However, the neurologist 
felt that a diagnosis of multiple sclerosis could be made on history and 
the family was so informed. . 

“Examination of this date, ae 9, fails to show any abnormal neuro- 
logical signs. 

_ “T saw the boy after he arrived on campus and he has remained 
entirely free of symptoms to the present time. This represents an early 


case of multiple sclerosis. 
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“The second case history is that of a girl aged twenty-three whom 
many of you may know,‘H. B. She entered Cornell in September 
1948, and the past history reveals that she had an appendectomy in 
1944, that she had had most of the usual childhood diseases, several 
attacks of tonsillitis, but no other serious illnesses. The only injury 
noted was a blow on the head which caused unconsciousness of short 
duration, with no sequellae. Physical examination in September 1948 
was within normal limits. In the first two years here on campus she 
was seen in the, clinic because of colds and other minor conditions, 
In January 1950 she was seen because of difficulty in sleeping. She 
was referred to Dr. Darling at that time. Later Dr. Darling will tell 
us more about that. In April 1950 she had an attack of tonsillitis 
and in May she underwent tonsillectomy. 

“The present illness appears to date from October 9, 1950. She 
came to the clinic on that day with the complaint that three days 
_ previously she noted that she was unable to see well with the left eye. 
On examination there was impairment of vision in the left eye. She 
could see the big E, that is the 20/200 letter at a distance of six to 
eight feet. Vision in the right eye was normal. The pupils reacted 
normally. The external ocular movements were normal. I thought 


the nerve head didn’t seem quite as clear cut as normal, although © 


without definite edema. She was then seen by Dr. Robb, who felt 
that she had retrobulbar neuritis, and he advised the administration 
of antibiotics. She gradually improved over the next week or so to 
moderate degree but was still having difficulty and decided to go 
home to Albany and was seen there by Dr. Arthur Bedell. She re- 
mained out of school for the rest of the semester. In January 1951 
Dr. Bedell sent us a note stating: “Miss H. B. has been treated for 
retrobulbar neuritis. She was last examined in January 1951. Vision 
was completely restored at that time and I see no reason why she 
should not return to school.” 

“She did return for the second semester of that year and ap- 
parently had no difficulty during that period except for one note on 
her record that she was having difficulty again in sleeping. Whether 
or not the difficulty in sleeping has any significance in regard to her 
present illness, I have no idea. 

“In July 1951 while attending summer school at the University of 
Wisconsin she had symptoms of vomiting, twitching of right facial 
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muscles, and difficulty in keeping her balance while walking. There 
was numbness and tingling in hands and feet and some inco-ordina- 
tion of mdvement of these parts. She then developed double vision 
and experienced difficulty in controling urination. She was studied 
at the Lahey Clinic, where a diagnosis of multiple sclerosis was made 
and she was told the diagnosis. She returned to Cornell in September 
1951 but had to withdraw in November because of recurrence of, 
symptoms. Thereafter she had a period of ups and downs with the 
symptoms of numbness, inco-ordination of hands and feet, difficulty 
in using the hands, and a few episodes of diplopia of short duration. © 
After June 1952 she seemed to improve, had no new symptoms and 
her existing symptoms gradually became less severe. She was able to © 
walk fairly well and was quite active. The next contact we had with 
her was on January of this year [1953] when she came back to the 

campus to see about being re-admitted to the University. She had 
had no difficulty of note since June 1952. She had recovered except 
for numbness in the fingers and a very slight difficulty in walking. 
She was a little uncertain on her feet, not enough to cause her any 
real difficulty. I thought that from the physical standpoint she seemed 
quite ready to return to school. Her mental or rather, psychological, 
attitude didn’t seem too satisfactory. She wanted to come back on 
her own terms. She didn’t want to live in or to eat in dormitories. 
She didn’t wish to conform to university routine. She was told that 
her condition would have to be re-evaluated in late summer, and was 
seen again in July 1953. She had remained in remission and she had 
become more adaptable in her attitude toward university regulations. 
It happened, too, that the administration had become more lenient 


in their attitudes toward her requests, and so I felt that it would be 


all right for her to return to school. 

“She did come back, but in early October she began to notice in- 
creased difficulty in walking. It began more as a limp than as inco- 
ordination and developed to the point where she was actually un- 
steady on her feet. At first it involved only the left foot. On October 
9 she came into the Infirmary to get some rest. The findings recorded 
by Dr. Mankad at that time are concerned chiefly with the nervous 
system. There were no abnormal eye findings. There was some loss 
of co-ordination in the lower extremities with moderate loss of power 
in the left leg and there was loss of vibration sense in both legs and 
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some loss of position sense, particularly in the left leg. Her gait was 
somewhat ataxic,. with a noticeable limp in the left leg. Are there any 
questions in regard to the history?” 

Dr. Wightman: “When do you believe her illness began?””’ 

Dr. Alexander: “On questioning, she remembers that she noticed 
a little numbness of her hands perhaps six months or so before the 
onset of the eye signs, and in retrospect that probably is significant. 
And she remembers even farther back when she was a senior in high 
school that there was one period of time when for perhaps a week 
she didn’t have a normal sense of taste. This may be significant, be- 
cause she recalls she had no sign of upper respiratory or sinus infec- 
tion that could explain it, so that it may be that the onset of her dis- 
ease dates back that far. 

will now discuss the etiology and pathology of 
sclerosis.” 

Dr. Zylik: “Multiple sclerosis is a disease of unknown etiology. At 
one time or another almost every causative agent of human disease, 
except neoplasm and direct trauma, has been considered as the pos- 
sible cause of multiple sclerosis. Pierre Marie thought that multiple 
sclerosis was inflammatory in nature and believed that scarlet fever, 
typhoid, pneumonia, and other infectious diseases caused myelitis. 
In 1917 Kuhn and Steiner isolated a spirochete from a rabbit which 
they had inoculated with spinal fluid from a fatal case of multiple 
sclerosis. This finding was not confirmed by further work. Marburg 
- postulated the existence of a lipolytic ferment which acted directly 
on the myelin. Putnam has attributed the formation of typical 
placques to venular thrombosis and believes the disease is a result of 
altered (increased) coagulability of the blood. Such thromboses are 
not constantly found and some workers believe that their occurrence 
is secondary to the disease process rather than a primary lesion. 

‘A hereditary basis has been suggested, as has syphilis, lead poison- 
ing, vitamin deficiency, deficiency of trace minerals, especially of 
copper, and cerebral anaphylaxis. A possible connection with brucel- 
losis has been suggested by the high percentage (almost 100 per cent) 
of skin reactivity to brucellergin or to Brucella anti-serum in a series 
of multiple sclerosis patients. Other workers have not been able to 
confirm this. The occurrence of demyelinating lesions in canine dis- 
temper, a virus-caused disease, has led to further search for a virus 
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as the etiological agent of multiple sclerosis. At the present time in- 
terest seems to be focused more strongly on the following hypotheses: 
(1) altered coagulability of the blood with resultant venular throm- 
boses occurring in the nervous system; (2) hypersensitivity of ner- 
vous tissue with an antigen-antibody reaction; (3) psychogenic fac- 
tors producing altered physiologic mechanisms in predisposed person- 
ality types, and (4) vasoconstriction of small vessels in various parts 
of the nervous system which is transient and repeated. Despite the 
large amount of investigation the only definite thing which can be 
said is that this disease has never been proved in any given patient to 
be the result of any specific cause. Experimentally demyelinated le- 
sions have been produced in animals, but in no instance has it been 
possible to produce a disease state which is identical with the form 
seen in humans. | 

“The pathology of multiple sclerosis is characterized by the pres- 
ence of islets or placques representing areas of demyelination scat- 
tered throughout the nervous system, predominantly in the white 
matter. In the gross specimen these may be seen as slightly depressed 
areas on the surface of the brain stem and spinal cord, and they may 
be felt as a peculiar unevenness by rubbing the finger lightly over the 
surface. On the cut section some of these lesions appear as sharply 
defined areas somewhat paler than normal gray matter so that they 
are rather conspicuous against their background of normal white 
matter. They may vary from less than 1 mm. to several cm. in diam- 
eter, being round, oval, or irregular in shape. Microscopically there 
is almost complete destruction of the myelin sheaths with but little 

destruction of the axis cylinders. There is usually proliferation of the 

astrocytes and microglia which at times is perivascular in location. 
Lymphocytic infiltration is often noted in the perivascular regions. 
In older lesions the fibrous glia may form a dense mat, but even in 
the oldest lesions the nerve cells and the axis cylinders persist intact, 
although sometimes appearing diminished in number.” 

Dr, Alexander: “Are there any questions anyone would like to ask 
Dr. Zylik?”’ 

Dr. Sayers: “Did you come across any information on the very in- | 
teresting geographical distribution of this disease?” 

Dr. Zylik: “I found many statistics which show that it is more 
common in the countries of northern Europe than in those of south- 
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ern Europe. In the United States is it also more common in the 
colder climates.” | 

Dr. Moore: ‘“‘Has it been discredited that people of English descent 
have a higher attack rate than other people?” | 

Dr. Alexander: “Multiple sclerosis is said by Schumacher to have 
no selective association with race or occupation. There is a very in- 
teresting article on the epidemiology of this disease which is part of 
a symposium on multiple sclerosis in the American Journal of Medi- 
cine.* The author states that the frequency of multiple sclerosis in 
North America varies with the latitude, beg more prevalent in 
colder climates, but not with the season or from year to year. The 
duration of the disease does not vary with the climate, for once the 
disease is established it is of the same duration in New Orleans as it 
is in Montreal. He also notes that the increased prevalence in colder 
climate parallels the geographic distribution of rheumatic fever. He 
finds that within any one region multiple sclerosis appears to be ran- 
domly distributed among all races, nationalities, social levels, and oc- 
cupational groups. It occurs in both sexes about equally and there 
seems to be no definite evidence of the influence of heredity, conta- 
gion, or pregnancy. It appears to be selective only as to age of onset, 
mostly affecting young adults.” 

Dr. Mankad: “Dr. Alexander, in our country (India) there is not 
a single case reported of multiple sclerosis, either by autopsy or other- 
wise, When one talks of multiple sclerosis it is a mistaken diagnosis.” 

Dr. Moore: “Is that because of the tropical weather or tropical 
food?”’ 

Dr. Mankad: “It is the tropical weather.” 

Dr. Alexander: “It has been suggested by Ehrenthiel that diet may 
play a part. Using food extracts incorporated in ointment base he has 
tested for food sensitivity by instilling this ointment in the eye. He 
found that a high percentage of multiple sclerosis patients reacted 
positively to wheat and rye and only one of sixty-five reacted to rice. 
He believes that this may help to explain the high incidence in cer- 
tain parts of Europe where much rye is used for food, and in the 


1G. A. Schumacher; D. Denny-Brown; R. D. Adams, and C. S. Kubik; E. 
W. Hurst; L. T. Kurland; H. H. Reese, J. R. M. Innes and L. T. Kurland; 
O. R. Langworthy and D. LeGrand; M. Nathanson, symposium on multiple 
sclerosis, Am. J]. Med., 12: 499-595, 1952. 
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United States where wheat is eaten. In some patients he observed 
remissions when foods to which they were sensitive were omitted 
from their diet with exacerbations occuring when the offending foods — 
were again eaten, Others have suggested that the amount of fat in 
the diet may be of importance since the fat consumption is usually 
high in those countries where multiple sclerosis is more common. 

“It has been recognized since the time of Charcot that patients 
suffering from multiple sclerosis present a picture of euphoria. Some 
workers have also noted that many of these patients are of a certain 
personality type, even before onset of the disease. I have asked Dr. 
Darling to comment on this subject and to tell us what he knows of 
the patient we have described today.” | 

Dr. Darling: “Well, Ralph, I didn’t find very much. I looked up 
H. B.’s record and found that I had seen her in February 1950. You 
had referred her because she was complaining of insomnia and you 
will recall this was the February before her impaired vision was first 
noted. I spent an hour in consultation with her and she appeared 
quite normal to me. She was active in her subjects and active on the 
campus. She was a vice-president on her corridor and was a member 
of several organizations. She looked well and acted well and had a 
good response to this consultation and seemed not to be antagonistic. 
I think she was worried about her insomnia because her mother was 
worried about it, and her mother had, I think, frightened her by 
saying that if she were not sleeping something very grave would hap- 
pen to her. About all I did at that time was to give her correct in- 
formation and tell her not to worry about not sleeping and that if it 
persisted to come back. She did not come back. Miss McCormick, 
however, had a consultation with her in January 1953 when she 
came back to the campus wanting to be readmitted, and wanting to 
live off campus. Do you want to summarize that?” | 

Miss McCormick: “I think Dr. Alexander covered that pretty 
well. It was all on her own terms. There were other things besides 
housing and the right food. At that point she was practically denying 
that she had anything like multiple sclerosis. She had not had any 
medical care for almost a year,,but at that time felt she was doing 
very much better with the way she had worked things out for herself.” 

Dr. Darling: “She had become a member of a health-food faddist 
group and she had gotten a job as a goat herdess. One of the reasons 
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she wished to live off campus was so she could have the “correct” 
diet of liver meat and goat milk.” 

Dr. Alexander: “At that time I had made the note that she as. 

cribed her improvement to at least two factors: the development of 
her own concept of the condition, that it is not incurable and that it 
is not any definite disease because no two cases are alike; and her 
own diet and program of personal hygiene——lots of fresh fruits, vege- 
tables, small amounts of meat, moderate amounts of sour milk and 
cottage cheese. She had done a great deal of reading about the dis- 
ease.” 
_ Dr. Darling: “TI looked up multiple sclerosis in several books and 
the best summary in Wexler’s Textbook on Neurology, the seventh 
edition, 1952, and he speaks from the extensive literature and also 
out of his rather vast experience. He says that there are sometimes 
emotional disturbances, especially impulsive laughter, 
crying, and if these are present earlier the diagnostic pr 
volved; namely, this disease versus the diagnosis of hysteria or psy- 
choneurosis. He also mentions that there is often irritability and in- 
somnia, want of power of concentration, and apathy. He says that 
in his experience actual psychosis is rare, but memory defects develop 
from time to time. He also mentions that euphoria, delusions, misol- 
ogia, depressions, and suicidal ideas may be observed. The brain ac- 
tually is organically affected, so organic dementia may be seen. That 
_ really is about the only thing I could find. There is one thing I would 
like to mention. It is well known by most psychiatrists and probably 
internists as well—although I don’t know as many internists as psy- 
chiatrists—that in a chronic disease such as cancer, arthritis, or tu- 
berculosis one of the very common defenses that a person develops 
is a denial of his illness. Quite commonly a chronic invalid develops 
a state of euphoria, especially in some of those diseases I mentioned, 
and he acts as if he did not have the disease and feels as if he did not 
have the disease even though he is undergoing treatment or even 
though he knows the prognosis is fatal. There is a kind of a test. It is 
a game that one is playing with one’s self, and it may be that the 
euphoria mentioned by some authors is of the kind seen in a chronic 
disease, or it is possible, I presume, that this state of euphoria perhaps 
is specific to this particular illness.” 

Miss McCormick: “I think her present attitude toward things is 
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rather significant too. She has not been to any classes except one class 
that has a laboratory for almost three weeks now, but she assumes 
everything is fine, that the professors are going along with it, and so 
on. I asked her a week ago to get in touch with her counselor, and 
I asked her today if she had done so. She had not, even though she 
had been in the building, but decided to do something else. So she 
is still going along on her own. One of the nurses who knew her two 
or three years ago told me the other night when I came down to see 
about her og of room that she had never seen such a change in 
a person.” 

Dr. Alexander: “I found a rather interesting paragraph here in a 
discussion of multiple sclerosis by Denny-Brown from Boston.’ He 
says a chronic picture of euphoria in the disease has been commonly 
recognized since the time of Charcot. Wilson and Cottrell in an in- 
teresting analysis distinguish a eutonia, as they call it, as well as 
euphoria—a sense of well-being as well as emphasis on the pleasant 
versus the unpleasant side of every incident. The rarity of halluci- 
nosis, delusions, excitement, and dementia are generally recognized, 
yet few have noted the lack of responsibility, the poor judgment, the 
poverty of memory which very gradually become evident in progres- 
sive forms of the disease. It is only recently, with the appreciation of — 
the effects of frontal lobotomy, that the failure of the patient to ap- 
preciate the gravity of the situation, especially when it concerns him- 
self, has become significant. So he suggests that euphoria is a very 
definite part of the disease resulting from destruction of certain areas 
of the brain. In another psychological study of patients with multiple 
sclerosis the authors summarized by saying they found a tendency to 
overemphasis of dependency needs, virtually a complete absence of 
body-centered anxiety, a minimum of inner conflict, or an attitude 
of resignation and an unrealistic — to see the world through 
rose-colored glasses. 

“The course of multiple stieade I think, is 5 somewhat different 
than most of us have been led to believe from our studies in medi- 
cal school and from what we have read in textbooks. They have 
tended to stress the triad of nystagmus, scanning speech and tremor 
that Charcot first described. This is seen only in well-advanced cases _ 


*D. Denny-Brown, op. cit. 
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and denotes much more serious disease than is present in many of 
these patients for many years after onset. The average duration of 
the disease as given by various authors ranges from twenty to twenty- 
seven years. It is compatible with long life; however, about half of 
that average duration of life is apt to be in an incapacitated condi- 
tion, so from that standpoint the prognosis is not really good. 

“In recent years some doctors have felt that vasospasm of the 
smaller arterioles played an important etiological part, so that in 
some quarters there is a great deal of enthusiasm for vasodilation 
therapy. Because of this, we have tried it on this girl. It’s hard to 
evaluate, as the natural course of this disease is apt to be up and 
down, so that you expect a certain amount of improvement after an 
exacerbation regardless of whether or not there is treatment. 

“In one of the articles on the use of vasodilator drugs the author 


believes that vasodilation produces very definite improvement, and. 


he supports this by certain observations that were made of the ability 
of the individual to perform certain tests before treatment and after 
vasodilatation produced by nicotinic acid or some other such vaso- 
dilator drug. He used the ability of the person to do penmanship 
exercises, such as making circles and angular lines. I cannot see much 
difference between the ones before the medication and ones after it. 
So it seems that the enthusiasm of the investigator may influence the 
interpretation of the results. I’ll pass around this illustration so that 
you all may see it. The first example is before medication, the second 
is at the start of the treatment—and that is definitely worse than the 
first—and the third, after medication, does not differ greatly from 
the first. It seems to be the opinion of some of the doctors who might 
be recognizéd as authorities in the treatment of this disease that there 
is no really sound objective evidence that any treatment influences 
the disease. Nearly all of them hedge a bit, but they certainly think 
it hasn’t been proved. You do find some who are very enthusiastic 
about vasodilation therapy, but so far this does not seem to be gen- 
erally accepted. 

Dr. Moore: “How is vantdilenation accomplished ?” 

Dr. Alexander: “Jonez is an advocate of giving histamine by con- 
tinuous intravenous infusion, while Brickner has used intermittent 
treatment with nicotinic acid, histamine, amy] nitrite, or Priscoline. 
He tries to give it at the very onset of symptoms and instructs the 
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patients in self-medication so they can start treatment wherever they 
are. Denny-Brown comments on some of the problems in manage- 
ment of the disease and says: 


“When relapse has been recent the administration of any substance 
which provokes a general reaction is likely to provoke further relapse. — 
Fever therapy was found to cause disastrous results in some patients, 
and more recently cortisone has been used in some cases with retrobul- 
bar neuritis with improvement during the cortisone administration, but 
on stopping there was a violent relapse and loss of vision, complete loss 
in some cases. 


“He even is opposed to the use of histamine because he has not 
been impressed with its being of very great value and thinks there is 
some risk involved. He says he has been more impressed with the 
dangers in giving enough dicgumarin to change blood clotting than 
by its effect in multiple sclerosis. 

“I might summarize the subject of treatment by saying that the 
outlook for cure of the disease is unpromising and that the outlook 
for symptomatic relief is less optimistic than indicated by the large 
number of articles expressing enthusiasm for this or that drug or 
method of treatment. 

“The best treatment is probably bed rest for three or four weeks 
after onset of new symptoms with gradual resumption of activity 


after improvement takes place. When physical handicaps result from 


inco-ordination and spasticity, physical therapy with muscle re-edu- 
cation and physical rehabilitation will be useful. Psychotherapy will 
be helpful in aiding the patient to accept and live with his disease 

and in making the necessary social adjustments.” : 
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Letters to the Editor 


To the Editor: 

I find your Student Medicine very interesting and I feel that it is 
highly appropriate since it does specialize in publication of articles 
on student health care. 

I would like to take some exception to the article, “Acute Trau- 
matic Hematoma of the External Ear,” by H. A. Britton, M.D., in 
the April issue. Certainly trauma of the ear and especially hematoma 
of the external ear is a pretty frequent problem of any student health 
department. Dr. Britton describes measures directed at controlling 
the recurrences of the hematoma after aspiration and cites the use of 
collodion-gauze dressings and pressure applied by loops of molded 
copper wire to control recurrence of bleeding. He also makes the 
statement, ““To avoid necrosis, caution must be taken not to have too 
much pressure. The patient is instructed to loosen the wire at the 
first sign of discomfort.” Since he admits this very real danger, I 
would like to cite my theory and experience in treating this injury. 
In the last six years I have aspirated a large number of these acute 
traumatic hematomas of the external ear, have tried out the various 
recommended pressure methods of controlling recurrence, and have 
discarded all of them except to simply have the patient apply digital 


pressure immediately following aspiration and to hold that pressure | 


for atleast ten minutes by the clock and then to discard the gauze 
dressing and go about his business. Since employing this simple pro- 
cedure, I have obtained in practically all cases much more satis- 
factory cessation of refilling. The theory is simply that the patient 
applies digital pressure on both sides of the external ear for the time 
necessary to permit clotting of the injured vessels. From that point on 
there is no more danger of necrosis. As I say, my experience with this 
method has been far more gratifying than with any other method of 
control. Obviously, the pressure must be maintained for a period 
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equal to or longer than laboratory-established bleeding and clotting 
time of the patient. I prefer a minimum of ten minutes. 

I recommend this method to all who must care for this type of 
injury. 
B. W. Larene, M.D. 

Director, Student Health Service 
Kansas State College 
Manhattan, Kansas 


To the Editor: 

Would like to see a discussion in Student M edicine concerning the 
following question: How can better psychotherapy be rendered stu- 
dents with emotional problems at institutions where no funds are 
available for consultation with trained / psychiatrists either by the 
student or the university? There must exist many student health serv- 
ices staffed by general practitioners, who, although they feel compe- 
tent to treat many such students, realize their limitations in the field 
of mental hygiene and psychiatry, yet have no funds for even part- 
time psychiatric consultations. Would it be feasible for a program to 
be set up which would include special short courses (three to six 
weeks) for such physicians in mental hygiene, psychotherapy, etc.? 

Louis S. Gerser, M.D. 
Infirmary 
University of New Mexico 


The questions raised = Dr. Gerber are difficult of solution. Be- 
cause of their importance, Dr. Gerber’s letter has been referred to 
several workers in the fields of psychiatry and student health. Their 


| replies follow.—Ed. 


To the Editor: | 

Dr. Gerber’s letter from the University of New Mexico presents a 
problem which student health service officials have been aware of for 
many years. There are two suggestions which come to my mind and 
which I can pass on to you. 

Here at Wayne, our mental hygiene therapy i is done by three well- 
trained psychiatric social workers under the supervision of a part- 


93 


| 
les 
u- 
in 
a 
th 
of 


STUDENT MEDICINE 


time psychiatrist. The salaries of our social workers range between 
$4,200 to $8,500 and they devote forty hours a week to this work. 

As in many other institutions, Wayne is faced with the problem of 
inadequate funds to carry on psychotherapy. It would be impossible 
for us to employ an adequate staff of psychiatrists, even should they 
be available. We have found our present arrangement to be very 
satisfactory. 

The psychiatric social workers are directed by Mr. Vernon Keye, 
who began our program in 1947. I am sure that if you would desire, 
Mr. Keye would be glad to write a short paper for Student Medicine 
outlining our procedures and the extent of the work done here. We 

_believe that our formula is one which can be used in many small in- 
stitutions where psychiatric help would be otherwise unavailable. 


The problem of the training of general practitioners to undertake’ 


some therapy and diagnosis in the field of mental hygiene and psy- 
chiatry is a difficult one. Dr. L. Barbato, a psychiatrist on the staff 
of the University of Denver, has given considerable thought to this 
problem and has discussed with me the possibility of including some 
such training program in the one set up by the American College 
Health Association. | | 


Irvin W. SANDER, 


Director, Student Health Service | 


Wayne University 
Detroit, Michigan 


To the Editor: 

I am replying to your recent letter in which you inquired about 
our mental hygiene program in the Student Health Service at Wayne 
University. Our plan originated in a faculty committee, called into 
being in January of 1947 by the dean of students. The members 
composing the committee represented nursing, social work, psychia- 
try, psychology, and educational and vocational counseling, and in- 
cluded the director of student health. This committee recommended 
that a skillful and trained psychiatric social worker be employed 
within the health service to correlate the various counseling programs 
and to accept students for referral to specialized community agencies 
or for treatment in the health service. The services of a part-time psy- 
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chiatrist, to supervise and consult with the social worker, were also 
requested. 

Our present unit consists of three mentil hygiene counselors (all 
psychiatric social workers, trained and experienced in therapy) and 
a psychiatrist (part-time) for consultation with the counselors rela- 
tive to treatment techniques and for diagnostic interviews. Referrals 
come from faculty, other University counselors, and other depart- 
ments of the health service. The acceptance of our service is reflected 
by the fact that one-third are self-referrals or referred by other stu- 
dents. Since we have no formal intake procedure, the student sched- 
ules an appointment with one of the counselors. Due to the ever- 
increasing load, there is usually a wait of several days unless the 
situation is an emergency. Frequently the student sees a staff physi- 
cian first or may ask to see the director. The psychiatrist ordinarily 
does not see tienen until requested to do so by a counselor or staff 
physician. 

In addition to psychotherapy with students directly, the Mental 


‘Hygiene Unit consults with the faculty on student problems, assists 


in evaluating applicants for admission, screens applicants for various 
curricular programs, participates in the freshman orientation pro- 
gram, and gives talks to student and community groups. For the 


year 1952-1953, 662 students were seen for a total of 2,937 inter- 


views; in addition, there were sixty-five interviews with relatives; and 
2,235 contacts with faculty members and outside agencies. Eighty 
per cent of the students seen had from one to four interviews; 13 
per cent had from five to fifteen interviews; and 7 per cent had fif- 
teen interviews and over. About 10 per cent of the students were 
referred to community agencies or psychiatrists in private practice. 
It is our feeling from our experience at Wayne University that an 
adequately trained psychiatric social worker can perform a very use- 
ful function in a university student health program. Mental hygiene 
and psychiatric clinics, both of which utilize highly trained psychia- 
tric social workers, and psychiatrically oriented social agencies have 
demonstrated in recent years that effective therapy can be practiced 
by psychiatric social workers under supervision of a psychiatrist. ‘This 
therapy is generally considered as short term and does not involve 
any prolonged work with deep underlying unconscious mechanism of 


95 


een 

n. of 

ible 

cy 

ery 

Ire, 

ine 

e 

‘n. 

ike 

aff 

e 
it 


STUDENT MEDICINE 


personality. This has also been found evident in student work where 
therapy has been limited to helping the student achieve maximum 
benefit from scholastic work and social experience while in the uni- 
versity. | 
Unless a college has ample budget for mental hygiene purposes, it 
is difficult to secure the full-time services of one or more psychiatrists, 
Many colleges, therefore, find it more advantageous to have several 
well-trained psychiatric social workers or clinical psychologists who 
work under supervision, because in this way they are able to give 
service to a greater number of students, In our three large universi- 
ties in Michigan the mental hygiene unit is within the health service, 
- and the major part of the therapy in each unit is performed by quali- 
fied psychiatric social workers or clinical psychologists working with 
a psychiatrist. As an implement toward maintaining a high quality 
of professional counseling, the medical director of the health service 
authorized the establishment of a teaching seminar under the direc- 
tion of an analyst. This has proved to be an excellent medium for 
continuous professional growth for the staff and is translated to their 
daily work through increased insight and skillfulness, 


VERNON E. KEYE 
Counselor, Mental Hygiene Unit 
Student Health Service 
Wayne University 
Detroit, Michigan 
To the Editor: 

Dr. Gerber has posed a very difficult problem. Personally I do not 
believe that special short courses (three to six weeks) in mental hy- 
giene, psychotherapy, etc., for general practitioners in student health 
services would be of much help in solving the problem Dr. Gerber 
described. I believe, however, that it would be feasible and beneficial 
to develop a program in which such physicians could be assigned to 
a mental hygiene unit for four to six months to work under the su- 
pervision of the psychiatrist. Such training would include conferences 
with the psychiatrist concerning interview techniques, principles of 
mental hygiene and psychotherapy and the like; together with con- 
ferences about each student interviewed with suggestions and guid- 
ance concerning further techniques of interview where indicated, 
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discussion of dynamics involved, and suggestions for therapy in sub- 
sequent interviews. | 

I would welcome the opportunity of having such physicians spend 
four to six months with us on such a basis. It would have to be a sort 
of detached service from their own college as we do not have any 
funds to reimburse them in any way for their services. 

As Dr. Sander stated in his letter, we have given considerable 
thought to training psychiatrists who have completed their three 
years of formal resident training and are interested in going into col- 
lege psychiatry and have worked out a fairly complete training pro- 
gram for this. But this is a somewhat different problem than the one 
Dr. Gerber proposes; however, I think we can meet Dr. Gerber’s 
needs if it were possible for the physicians to spend four to six months 
as I have suggested. Much of this could be accomplished in three 
months, but I doubt that it would be feasible to make it shorter than 


this. 
L. Barsato, M.D. 


University of Denver 
Denver, Colorado 
To the Editor: 

Dr. Gerber inquires whether or not some kind of brief postgradu- 
ate training could be given to general practitioners engaged in stu- 
dent medical work in order to prepare them to treat students with 
psychiatric problems. | 

From my experience I would say that a three to six weeks’ inten- 
sive course could be valuable in giving further insight inte-emotional 
problems to such physicians. However, such training would not equip 
a general practitioner to treat individuals who were seriously emo- 


, tionally sick (but not sick enough to leave school). It might, in addi- 


tion, equip a person to differentiate minor emotional problems from 
borderline conditions. Many students with these handicaps can ad- 
just to a college program, but all are extremely difficult to treat. 
Neither could serious psychoneurotic disorders be treated by a physi- 
cian with this amount of training. 

In other words, a minimal amount of postgraduate training in 
psychiatry would give the general practitioner added skills in dealing 
with emotional problems but would not replace the need for special- 
ized psychiatric consultation and treatment. 
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I recall the program which the navy offered during the last war ip 
which interested and selected naval medical officers were given a 
three months’ intensive course in psychiatry. In many instances this 
resulted in giving these physicians considerable psychiatric ability, It 
is conceivable that such a course might be offered to a group of stu- 
dent medical physicians interested in psychiatry. This, of course, 
would be much more effective than a six weeks’ program in prepar- 
ing the doctor to treat emotional disorders. 

C. Douctas 
Psychiatrist 

| Cornell University 
To the Editor: 

I have read Dr. Gerber’s letter of inquiry with sympathetic in- 
terest. For reasons to be presented later, I would like to comment first 
on the situation of college and university health services without 
funds available for psychiatric consultation. I assume from Dr. Ger- 
ber’s statement that this is a fact at the University of New Mexico, 
but I wonder whether the situation is unalterable. I am informed 
that the University of New Mexico is state controlled and has an 
enrolled student body of over four thousand, including part-time 
students. I understand further that Albuquerque has almost one 
hundred thousand persons and that there are at least nine psychia- 
trists, who are members of the American Psychiatric Association, who 
live and work in Albuquerque. Would it not be possible for the 

student health service of this university to acquaint its administration 
with the nature of its problem, as it relates to the need for expert 
psychiatric guidance so that provisions for this important service may 
be obtained in the future? In this matter, I recommend to Dr. Ger- 
ber a statement entitled “The Role of Psychiatrists in Colleges and 
Universities,’ which was report number seventeen, distributed in 
September 1950, and formulated by the Committee on Academic 
Education of the Group for the Advancement of Psychiatry. I 
believe the chairman of this committee at the time the report was 
formulated was Dr. Dana L. Farnsworth, Massachusetts Institute of 
Technology, Cambridge, Massachusetts. If Dr. Farnsworth does not 
have an extra copy of this report, perhaps Dr. Gerber could obtain 
one from Dr. William Menninger by writing to him at 3617 West 
Sixth Avenue, Topeka, Kansas. I make special mention of this report, 
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as, so far as I know, it is the most thoughtful and informative 
memorandum on the subject. In it, one learns that Dr. Clements C. 
Fry of Yale in a recent informal survey found that 555 psychiatrists 
in the United States were doing some consultation for colleges, 
although only twenty-five devoted themselves full time to educational 
institutions. ‘This report also has an unusually full list of references 
pertinent to the subject of mental hygiene in colleges and universities. 
One section of the report outlines clearly and succinctly the various 
ways in which the psychiatrists’ services in the college or university 
may be used effectively. A number of these areas of responsibility go 
beyond the traditional assignments of a student health service and 
may be of particular interest to the university administration. 

As I understand it, Dr. Gerber’s principal question asks how the 
conventionally trained physician who has not had special psychiatric 
training may learn what he can and cannot do and what he should 
and should not do in the prevention of emotional illness, in the 
recognition and treatment of emotionally sick persons, and in 
reaching judgments as to the medical disposition of such patients— 
all of this to be considered in the area of the college student health 
service. Logically he pursues the point further and asks about the 
feasibility of short-term courses in psychiatry for the purpose of 
obtaining psychiatric knowledge and skill. | 

Our experience has led us to believe that there are special dif- 
ficulties in short-term refresher or postgraduate courses in psychiatry 
for practicing physicians. Further, we believe these difficulties to be 
different from those encountered in similar types of short-term or 
refresher courses presented to practicing physicians in the subject 
matters of the other clinical disciplines of medicine. Finally, we 
believe these differences to stem in great part from the following 
factors. 


_ Currently there is a very wide variation in the teaching of psy- 


chiatry to medical students in the undergraduate period. We are 
impressed with a considerable degree of unevenness in the psycho- 
logic perceptiveness of the students from various schools together 
with unevenness in the systematic knowledge accumulated and the 
skills exhibited by them in the management of their patients. Even 
greater variations exist in opportunities for psychiatric education in 
the first year internship and house-officer programs throughout the 
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hospitals in this country. We believe that this is quite different from 
the situation which exists in the teaching of medicine, surgery, pedia- 
trics and obstetrics, where a much greater degree of uniformity in 
knowledge and skills is shown by students from different schools and 
hospitals. | 

From our experience in teaching medical students and house 
officers, we have learned that the teaching and learning processes in 
clinical psychiatry necessitate reorientation of one’s perceptions of 
one’s self, of the patient and of other persons in the physician’s and 
the patient’s worlds. We have found, too, that this cannot be taught 
or learned within a compact concentrated time schedule, and it can- 
not be taught exclusively through didactic exercises or through pre- 
cept. It requires, as does all learning, sufficient motivation on the 
part of the student to master the anxiety generated by facing new and 
different means of perceiving his and his patient’s problems which 
leads to a greater and more controlled use of empathic understand- 
ing. It requires a long-term assignment of graduated clinical re- 
sponsibility by actively participating in the care, understanding, 
and treatment of the sick. We believe that this must be done under 
_ skilled and vigilant senior supervision which affords the aati 
to learn by example as well as by precept. 

For these reasons we are convinced that short-term courses in psy- 
chiatry, by themselves, are not very effective. This is particularly 
true if such short-term courses attempt to acquaint its students with 
principles and techniques of psychotherapeutic skills. Unlike such 
courses in the other clinical disciplines, short-term courses in psy- 
chiatry are apt not to be logical extensions of or amplications of 
systematic knowledge and acquired skills which the physician already 
possesses. This does not mean that the physician has not accumv- 
lated skill in understanding human behavior. It is that his knowledge 
in this matter is less systematized and more intuitive than is his 
knowledge in the more impersonal aspects of medicine. Thus, re- 
orientation, including reorientation of one’s knowledge of one’s self 
"as a physician, is inevitable and necessary in the learning process of 
psychiatry. 

Our ‘experience in the Minnesota Experiment in 1946? leads us to 


Walter Bauer, et al., Teaching Psychotherapeutic Medicine—an Experi- 
mental Course for General Physicians (Cambridge: October, 1952). 
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believe that, while something positive was gained by those who 
participated, it had limited value unless opportunities were made 
and taken for continuous supervisory follow-up work with skilled 
and clinically seasoned psychiatrists. 

Dr. Gerber may read with interest the reports of 1951 and 1952 
conferences on psychiatric education held in Ithaca, New York. The 
report of the first conference, entitled “Psychiatry and Medical 
Education,” was concerned with the teaching of psychiatry to under- 
graduate medical students and was published in 1952 by the Ameri- 
can Psychiatric Association in Washington. The companion volume, 
“The Psychiatrist, His Training and Development,” was published 
in 1953. Although the work of the psychiatrist in the college student 
health service is not dealt with directly, I believe Chapter IX of the 
latter report may be of special interest to Dr. Gerber. 

Our own experiences in the teaching of medical students’ together 
with a recent statement of an experiment in graduate teaching of 

psychiatry to house officers in obstetrics have been reported pre- 
viously.* 

Another matter which shoul be considered is the cost of setting | 


up and executing a two- or three-week full-time postgraduate course 


in psychiatry. If such a course curriculum is to include methods of 
teaching other than lectures, it will require a considerable number 
of senior skilled psychiatrists to participate in the supervision of 
diagnostic and therapeutic work with the students and with the 
patients. It will also require, as did the Minnesota Experiment, de- 
tailed administrative arrangements for the preparation of and the 
follow-up of patients studied during the course. 

If such a short-term refresher course in psychiatry for the college 
physician could be set up, it would be theoretically possible for the 
course to be concerned with those matters of special interest to the 
college physician. As with the Minnesota Experiment, if done well, it 
would undoubtedly benefit those who participated. However, if the 
experience was limited to the course and no opportunity existed for 


*J. Romano, Basic Orientation and Education of the Medical Student, J. 
Am. Med. Assoc., 143: 409-412, 1950. 

*K. Wilson, J. Donovan, and J. Romano, An Experiment in the Teaching 
of Obstetrics and Gynecology at the Graduate Level, Am. J. Obstetrics and 
Gynecology, 66:654-662, 1953. 
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follow-up as described previously, I would feel it would have i 
value. 

It is my opinion that Dr. Gerber would be helped more over @ 
period of time if it were possible for the health service of his unm 
versity to appoint a competent psychiatrist to serve as consultant t@ 
his department. This would be of help not only at the clinical servieg! 
level, including the recognition of the sick and the making of judge 
ments as to the treatment and disposition of patients, but could also be 
used as an educational measure for the members of the health service 
group and for the administration in general. Many universities areal 
using weekly seminars and clinics as means to this end. 

A second suggestion is that of having Dr. Gerber or some other 
member of his staff who is genuinely interested in this problem eleg 
to spend one or two years in a modern department of psychiatry @ 
order that he may have some opportunity to become acquainted witht 


the general principles of the field of psychiatry so that he may appa” 
the knowledge and skills obtained in his work as a student healt” 


physician. However, we have found that sometimes this leads @ 


further difficulty, as such a person on his return to his group finda 
himself in the peculiar and often uncomfortable position of berg 
considered a fully trained psychiatrist and may be presented wit 


problems far beyond his knowledge and skill. On the other hand, we 
have found that such experiences can be quite profitable to certam 
persons if they return to a set-up in which there is a skilled psychia 
trist who is able to guide him further. In this set-up he would not & 
alone and would not have to assume the care of problems beyaus 
his understanding and skill. 

I do hope this will be of some help to Dr. Gerber. His question ® 
most pertinent and touches upon problems which have long been s 
central interest of our department. F 


= 


JoHN Romano, M.D. 

Professor of Psychiatry 
University of Rochester 
School of Medicine and Dentist 
— New York | 
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